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Abstract 
The present study examines social and psychological correlates of level of 
post-treatment drug use of treated heroin addicts in Hong Kong. Several social 
deviance and psychological theories are adopted for the theoretical analysis of post-
treatment drug use behavior, namely, differential association theory, control theory, 
labeling theory and self-efficacy theory. These four theories are integrated within a 
larger theoretical framework of social capital theory in order to gain a better 
understanding of the possible processes by which the post-treatment drug use 
behavior among treated addicts is affected. The social and psychological variables 
derived from the analytical framework include re-association with drug-using peers, 
s ' 
family support, participation in conventional social groups, perceived public 
discrimination and self-efficacy. 
Data were obtained from “ A Follow-Up Study ofFormer S.A.R.D.A. Clients' 
conducted in 1996/97. Path analysis is undertaken to assess the significance and the 
relative strengths of various causal paths. The direct, indirect and total causal effects 
of independent variables on post-treatment drug use are estimated and compared. To 
enliven quantitative findings, in-depth interviews are also carried out to allow us to 
have a better understanding of how the independent variables influence post-treatment 
drug use of treated addicts. 
Findings show that re-association with drug-using peers and participation in 
conventional social groups make the greatest contributions to the explanation of level 
of post-treatment drug use of treated addicts, followed by perceived public 
discrimination and self-efficacy. Family support is not found to have a significant 
effect on level of post-treatment drug use, probably because such support is not very 
^ 
certain in the early post-treatment period. The concept of social capital is 
demonstrated to be useful to incorporate the influences of informal social control, 
social learning, labeling and self-efficacy on the post-treatment drug use of treated 
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CHAPTER 1 
THF RFSEARCH PROBLEM 
j 1 j 1^  ^ 1 '^  
1 The re-use of drugs of treated addicts after receiving treatment service has 
been a great concern for service providers and policy makers in the addictions field. 
Drug treatment programmes have been found to be able to initiate behavioral change 
of clients and help them to cease drug dependence. However, a majority of treated 
abusers return to drug use subsequent to treatment. Sustaining abstinence appears to 
. 
be a lofty goal for most treated addicts. The purpose of this study is to examine the 
j 
social and psychological factors that affect post-treatment drug use of treated heroin 
addicts in Hong Kong. 
The goal of continued drug abstinence is ultimately achieved by fewer than 
half of all treatment clients (Hubbard et al. 1989). Many are unable to abstain for 
j 
I more than several weeks or months. For most treated substance misusers，relapse is 1 
] 
\ 
I most likely to occur within one year subsequent to treatment. The first 90 days 
following treatment is a particularly vulnerable time (Hunt et al. 1971). Hunt et al. 
' ; i 
presented data which suggested that rates of “relapse，，！ or "re-addiction" to different 
•1 . j j 
I drugs, including heroin, smoking and alcohol, were high, with more than two-thirds of 
] 
subjects returning to use within 90 days after leaving treatment. Stephens and 
. j t ) 
i Cottrell (1972) found in their study of 200 subjects that only 13 per cent could stay 
1 . . 
completely free of narcotics for a minimum of six months of termination. Brown et 
al. (1989), in a study of adolescents' relapse rates following treatment for alcohol or 
； drug dependence, revealed that two-thirds of the teens during the first three months 
.省 ，i 
• l • 
had initial relapse (which was defined as the first re-use of drugs or alcohol). At six 
1 Relapse can be defined as an event or a process that develops over time. When relapse is defined as 
an event, it refers to the resumption of substance use following a period of recovery. Definitions of 
relapse will be discussed in Chapter 2. 
1 
months after treatment, about 70 per cent had reported at least one alcohol or drug use 
incident. They suggested that two or more relapses within the first three months 
constituted a major risk for returning to abusive alcohol or drug use patterns. In the 
two follow-up studies of opiate addicts after treatment, Gossop et al. (1987, 1989) 
showed that just about 20 per cent of subjects were totally abstinent from opiates 
during the entire six-month period since their discharge from treatment. 
In Hong Kong, the Correctional Services Department's Drug Addiction 
Treatment Centres, which provides compulsory placement programme^ and the 
Society for the Aid and Rehabilitation of Drug Abusers (SARDA), which offers 
voluntary residential treatment and rehabilitation services^ are the two largest 
government-funded in-patient treatment agencies in Hong Kong. The Correctional 
Services Department reported that in 1996, 2383 convicted drug addicts completed 
medical treatment, rehabilitation as well as statutory one-year period of aftercare. 
Among these clients during the compulsory aftercare period, 1543 were neither 
reconvicted nor relapsed into drugs, representing a success rate of 64.8 per cent (CSD 
1997). 
According to the SARDA's annual report (SARDA 1997), in 1996/97, the 
cases of 448 men and 81 women were closed after they had received SARDA's 
service for two years. Of these closed cases, 202 male clients and 43 female clients 
2 The drug addiction treatment centre programme is conducted by the Correctional Services 
Department under the provisions of the Drug Addiction Treatment Centres Ordinance enacted in 1969. 
The programme provides residential treatment for convicted drug addicts who have been found guilty 
of an offence punishable by imprisonment, aiming at offering the courts an alternative to sending 
convicted drug addicts (who can be best treated in a treatment centre) to prison. This programme 
focuses on those convicted drug addicts who have abused heroin or other drugs like cannabis, rohypnol, 
halcion, mandrax and other psychotropic drugs. There are two addiction treatment centres run by the 
Correctional Services Department: the Hei Ling Chau Addiction Treatment Centre for male offenders 
and Chi Ma Wan Addiction Treatment Centre for female offenders. 
3 The Society for the Aid and RehabiUtation of Drug Abusers (SARDA) was founded in 1961 by Dr. 
the Hon, Sir Albert Rodringuessince with other visionary community leaders. SARDA's programme 
mainly focuses on the voluntary patients addicted to heroin. Two treatment and rehabiHtation centres 
are run by SARDA: the Shek Kwu Chau Treatment and Rehabilitation Centre for male addicts and the 
2 
had completed the full two-year programme of detoxification, rehabilitation, half-way 
house residence, and after-care counseling and support. Among them, the abstinence 
rates were 34.7 per cent for men and 72.1 per cent for women. 
However, while the "success rates' of CSD and SARDA seem to be 
impressive, these abstinence rates are counted at the time ofleaving or completing the 
treatment programme, and as such, they refer to "temporary abstinence". Whether 
the abstinence so achieved can last is another matter. 
In fact, relapse is quite common in the addict population in Hong Kong. This 
can be partly shown from the official statistics of the Central Registry ofDrug Abuse 
(CRDA)4 The CRDA, established by the Narcotics Division of the Government 
Secretariat in 1972, provides regularly drug abuse data that are collected from reports 
on suspected, confirmed and re-admitted drug misusers^ submitted by law 
enforcement, treatment, welfare and health care organizations. 
With reference to a report of CRDA, the percentage of "previously reported 
persons" among all reported cases has never dropped to lower than 75 between 1988 
and 1997 (CRDA 1997). The highest percentage (87) was recorded in 1988 during 
which among 17246 all reported individuals, 14996 individuals were previously 
reported. Since then, there was a decrease in this percentage from 86 in 1989 to 75 
in 1994. This trend, however, was reversed in 1995. The percentage of previously 
Sister Aquinas Memorial Women's Treatment Centre for female addicts. 
4 The establishment of CRDA intends to: (i) identify and forecast trends in the nature of addiction and 
the addict population in Hong Kong; (ii) coordinate statistics from various sources in order to analyze 
the characteristics of the reported addict population at any given time, as well as to contrast these 
characteristics among abusers reported from various sources; (iii) offer statistics to facilitate the 
evaluation of the effectiveness of various treatment and rehabilitation programmes; (iv) provide a 
database in response to requests for monitoring selected groups of drug addicts according to their drug 
abusing pattem over a given period of time for research purposes; and (v) lay down a basis for 
integrating with other drug-related statistical systems so as to capture the information in these systems, 
and relate to and compare with various statistics (CRDA 1997). 
5 Those drug misusers reported to the CRDA in the specified year include both newly O^own to the 
CRDA for the first time) and previously O n^own to the CRDA before) ones. 
3 
reported persons among all reported persons rose again from 78 in 1995 to 80 in 1997 
(CRDA 1997). Furthermore, heroin abuse has been the predominant problem for a 
large majority，if not all, of previously reported persons. According to the above-
mentioned report of CRDA, the percentage of previously reported individuals who 
reported heroin as their drug of abuse between 1988 and 1997 never fell below 90 per 
cent. In 1997，for example, of the 13661 previously reported persons, 94 per cent 
reported having abused heroin.^ 
As a kind of official statistics, CRDA has its limitations/ The figures on 
previously reported abusers from the CRDA may not portray a full picture of the 
relapse phenomenon. Nevertheless, these official data are at least in part a useful, 
albeit rough, reference on the relapse problem (particularly in heroin abuse) among 
treated drug abusers, as the information is provided by the broad network of key 
agencies in Hong Kong and over half of all reported cases (55%) are sent by drug 
treatment agencies^ (ACAN 1997). 
Despite the high rate of relapse among treated addicts, post-treatment drug use 
phenomenon has rarely been a research focus in Hong Kong. Thus far, most studies 
on drug abuse have examined the causes and prevention of drug abuse. For example, 
the CRDA mentioned above regularly collects data on the pattern of drug use and 
characteristics of addicts from different government and non-government 
6 In 1997, a great majority of previously reported individuals reported having abused heroin. Only a 
smaU proportion had abused other kinds of drugs such as triazolm (5.9%), cannabis (3.7%), 
amphetamines (3 • 3 %), cough medicine (1.7%) and midazolam (1.3 %). 10 • 9% claimed to have abused 
more than one type of drug (CRDA 1997). 
7 CRDA official data has the limitation of missing users who do not come into contact with public and 
official agencies. Moreover, different types of agencies show different degrees of cooperatives in 
reporting cases. For instance, weUare agencies are less willing and less likely to identify and report 
drug abusers than law enforcement agencies. Also, CRDA data make no distinction between different 
levels of dmg use and the term "abuser" is indifferently appUed to all users. Such definition of any 
use as abuse may inflate the number of users who are true addicts (Cheung and Ch'ien 1996; Cheung 
and Cheung 1999). 
8 In 1996, 55.1% of all reported cases were submitted by treatment agencies, 38.9% by law 
4 
organizations. In addition to CRDA data, four large-scale self-report surveys of 
students in different types of secondary schools have been conducted in 1987, 1990, 
1992 and 1996，respectively p<[arcotics Division 1988, 1991, 1993 and 1997). Other 
previous studies also mainly focused on the effectiveness of different treatment 
programmes for drug abusers (e.g., Che 1994; Chou et al. 1985; Tse 1995). 
In fact, there is still a lack of systematic follow-up studies to specifically 
examine the post-service conditions of treated clients in Hong Kong. It was not until 
1997 that there was a follow-up study of former clients of the Society for the Aid and 
Rehabilitation of Drug Abusers (SARDA) (Cheung 1997a). Funded by the 
government, this follow-up study was mandated to examine the drug use status of 
former SARDA clients, as well as to determine the treatment, social and 
psychological factors that were associated with post-service drug use (Part ofthe data 
i 




conducted a study to examine a number of factors, including personal background, 
treatment and social support factors, and attribution and negative emotions, that 
influence full-blown relapse among treated drug addicts, from a cognitive-behavioral 
perspective. Thus far, sociological analyses on post-treatment drug use behavior 
i 
have been scanty in Hong Kong. To fill this lacuna, the present study attempts to 
I . i 
i 
analyze post-treatment drug use behavior from a sociological perspective. 
The present study is also located in a social context wherein the problem of 
drug abuse has long been the social concern and the focus of drug policy in Hong 
Kong. Research on post-treatment drug use behavior will have significant bearings 
on the service delivery for former addicts after leaving treatment. Since the late 
1950s, the drug policy in Hong Kong has entered into an era of "Enlightened 
j i 
enforcement units, and 6% by welfare organizations, hospitals and clinics (ACAN 1997). 
5 
Prohibition", during which more and more resources and efforts have been spent on 
demand reduction programmes by the government (Cheung and Ch'ien 1996). 
Apart from preventive education and publicity, drug treatment and rehabilitation is the 
key strategy to contain the drug problem. 
Hong Kong has adopted a "multi-modality approach" under which various 
drug treatment and rehabilitation programmes run by government and non-
government organizations provide different types of service to meet different needs of 
help-seeking drug dependents. Because heroin has been the popular drug of abuse in 
Hong Kong for decades, treatment facilities in Hong Kong are mainly established for 
treating heroin addiction. However, in response to the trend of rising psychoactive 
drug misuse, particularly among adolescents, since the 1990s, some treatment and 
counseling programmes for non-opiate drugs have been set up (Cheung 1994; Cheung 
and Ch'ien 1996). As Cheung and Ch'ien (1996) have pointed out, the drug 
treatment and rehabilitation system in Hong Kong is more elaborate than those of 
many other Asian countries. 
While notable efforts have been made to improve the treatment system, there 
is a lack of attention paid to post-treatment services for treated drug addicts. 
Research on post-treatment drug use behavior among treated abusers will have 
significant bearings on the design of post-treatment services that can help treated 
addicts to stay drug free, thereby facilitating their social reintegration and 
maintenance of a normal life. 
6 
CHAPTER 2 
T JTERATTIRE REVTEW 
In this chapter, we will review several major approaches to understanding drug 
use and addictions. The strengths and weaknesses of these approaches, and their 
relevance to our study of post-treatment drug use, will be discussed. 
2.1 Prohibitionist Approach 
In the society, there is a long heritage of public discrimination against persons 
who use illicit drugs. This legacy stems from the longstanding and widespread 
public perception of drug use as immoral behavior. Stigmatization unfortunately 
continues not only in public perception but also in the way the problem of drug abuse 
is dealt with in policy. The prohibitionist approach is built on the moral premise that 
illicit drug use is morally deficient and culpable behavior. Involvement in illicit 
drugs is considered as a crime, and the illicit drug user must be punished, so that 
collective conscience, in the Durkheimian sense, can be restored (Erickson et al. 
1997). Law enforcement becomes the key sanctioning instrument to maintain the 
moral order in modern societies. Legal restriction, as Gusfield noted (1967), serves 
to validate and reinforce the moral standards on the "goodness" and "badness" of 
behavior. However, the criminalization of drug use, rather than helps drug abusers 
to stop drug use behavior, only further drives them out of the mainstream society and 
into a life of addiction (Erickson and Cheung 1992; Erickson 1993). 
In the case of a treated addict, the prohibitionist approach would expect 
him/her to have the moral obligation to maintain abstinence. When relapse occurs, it 
is viewed as a regression in moral judgement (Baker et al. 1988; Chiauzzi 1991). 
7 
The relapser is seen as a weak-willed and morally inadequate person. Such a view 
ofthe relapser is counter-productive, as the guilt induced to the relapser may cause the 
relapser to hide his/her relapse and to continue to use drugs to mediate the guilty 
feelings (Chiauzzi 1991; Marlatt and Gordon 1985). 
j 
In fact, the prevention of relapse does not merely depend on the willpower of 
the individual and the moral judgement of the society. The excessive moralization 
of relapse behavior overlooks the social dimension of the behavior. The relapser 
does not live in a social vacuum; he/she is a part of the larger society. To understand 
why a treated addict relapses, we must therefore take the social context into 
consideration. In other words, we should examine how social forces shape the post-
treatment drug use behavior of treated addicts. 
2.2 Medical-Treatment Approach 
Medicalization of DrugAddiction 
Under the medical-treatment approach, deviance is conceptualized in a 
medical framework as illness, sickness or disease, enacting through professional 
medical intervention. The development of the germ theory of disease had enabled 
modern scientific medicine to become the dominant medical approach in the early 
twentieth century. The advancement of scientific medicine soon gave rise to the 
phenomenon of "medicalization of deviance", which performs the social control 
function of eliminating, minimizing, modifying, regulating or normalizing behavior 
socially defined as deviant with medical means and in the name ofhealth (Conrad and 
Schneider 1992). In this view, drug addiction, instead of being seen as immoral or 
criminal behavior, is regarded as a medical problem. For instance, the treatment 
philosophy of Narcotics Anonymous (1988), resting on the basis of the medical-
8 
i 
disease viewpoint, defines the problem of drug addiction as an incurable, chronic, 
progressive, fatal but treatable disease. 
This "diseasing movement”，as pointed out by Peele (1989), is immensely 
dominant in the twentieth century, and drug addiction has become the third generation 
I 
ofdisease.i He identified several characteristics of this third generation of disease: (i) 
i 
the disease is marked by loss of control of an involvement or behavior; (ii) the disease 
existed in and of itself and is not the result of child-rearing practices or other 
environmental causes; (iii) the sufferer is not able to recognize the disease without the 
education by disease experts; (iv) the disease is a permanent, irreversible trait and 
sufferers must accommodate to it for the rest of their lives; (v) the sufferers should 
receive treatment in order to contain or eliminate the behavior that defines the disease, 
otherwise the disease would progress inexorably regardless of what efforts suffers 
made or life changes they underwent; (vi) sufferers should be exempted from normal 
moral obligations and codes of community conduct in relation to behavior attributable 
to their disease (1989: 20-21). 
The social concept of sickness or disease connotes the socially neutralizing 
effects of the "sick role" as discussed by Parsons (1951). Parsons argued that 
permanent stigmatization may be avoided if stereotypes of behavior disorders as 
forms of illness can be dif!used in the community. The definition of the sick role 
holds that illness is not the sick's fault, and since the sick lacks the capability to get 
well by himself/herself, he/she is entitled to be helped. The transition from 
"badness" (drug abuse as moral weakness) to "sickness" (drug abuse as illness) 
represents what Gusfield (1967) called a moral passage, by which the moral stigma of 
1 Peele (1989) has pointed out three generations of disease in the diseasing movement. The first 
generation of disease refers to those physical ailments which are defined by their measurable physical 
effects. The second generation of disease refers to mental ilbiesses which concerns the feelings, 
thoughts and behaviors they produce in people. Addictive disorders such as drug abuse and 
9 
“sinner” or "criminal" is removed, making the drug abuser free of moral opprobrium 
and opening up the possibility of treatment. 
The therapeutic response following the tide of the medicalization movement 
leads to the reliance on medication for curing drug abuse. In treating addicts, 
emphasis was put on the pharmacological aspect of physical dependence (Ausubel 
1958). Methadone, a synthetic opiate-like drug, was discovered by medical 
researchers Dole and Nyswander (1965,1967) in the mid-1960s to treat addiction. 
According to them, drug addiction is a metabolic disease and persistent physical 
dependence is caused by residual tolerance and metabolic deficiencies induced by 
heroin. Methadone can be used to block the euphoric action of heroin and suppress 
the craving for heroin. 
Methadone deals merely with the physical aspect of drug abuse. The 
problems of the addict go beyond the physical dimension, as many of them are 
associated with maladaptive sociopsychological functioning. Dole and Nyswander 
(1965) had acknowledged that methadone is just part of the cure for addiction; both 
medication as well as rehabilitation and supporting services are essential. 
Viewing drug addiction as due to biopsychosocial malfunctioning, Appleton 
(1995) argued that medical treatment of addictive behavior needs to cover an 
integrated version of human health and illness. Medical therapies should be 
expanded to include alternative, unorthodox medicine or therapies as well. As 
addiction is an illness of the whole person, the physical, psychological and spiritual 
dimensions of illness cannot be separated. Recovery depends upon the relatedness 
of all aspects of a person's life; consequently, recovery means the recovery of the 
whole person. 
alcoholism is the third generation of disease that is defined by the behaviors they describe. 
10 
Today, under the more comprehensive medical-treatment approach, drug 
I addiction is viewed as a form of physiological and psycho-social sickness, and drug 
abuser is perceived as a patient. Aside from the necessary phase of physical 
detoxification, a broad range of non-medical intervention strategies have been 
included in the treatment package for the restoration of the psycho-social normal 
j 
functioning ofclients. Drug treatment programmes now include such components as 
i psychotherapy and counseling, behavioral modification (behavioral self-control 
training, social skills training and behavioral contracting) (Miller and Hester 1986)， 
recovery training (Zackon et al. 1985) and relapse prevention (e.g., Baker et al. 1989， 
Carroll and Ohasesian 1989, Daley 1986; George 1988; Gorski 1988; Marlatt and 
Gordon 1985). 
As drug addiction is regarded as an illness, abstinence is the primary goal of 
treatment. Any re-use of drugs signifies the recurrence of the illness and the failure 
i 
of the treatment. Clients who relapse after graduation from a treatment programme 
I 
are viewed as examples of failure of the treatment programme (Callahan 1980). 
• j 
However, equating relapse with treatment failure is due to a lack of understanding of 
1 
j the nature of drug treatment and its constraints. 
] 
•1 
. 1 1 ] 
1 Conceptual and Practical Limitations 
• j 
'1 The medical-treatment model suffers two-level limitations at the conceptual 
1 '] 
: j . 
:i and practical levels. 
';i 
1 ?
At the conceptual level, the designation of drug addiction as medical-treatment 
{ 
i problem commits a reductionist fallacy. Peele (1989) strongly refuted the disease 
concept of addiction which suggests that the addiction exists independently ofthe rest 
of a person's life and can be abstracted from the life context of drug abusers. Such a 
11 
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view tries to reduce the concept of human nature to its lowest common denominators. 
Conrad and Schneider (1992) also argued that medicalization decontextualizes the 
social nature of addiction and reduces the problem to the individual level. This point 
is well elaborated in the following passage: 
We seek to change the "victim" rather than the society. The medical 
practice of diagnosing an illness in a individual lends itself to the 
individualization of social problems. Rather than seeing certain 
deviant behaviors as symptomatic of social conditions, the medical 
perspective focuses on the individual, diagnosing and treating the 
illness itself and generally ignoring the social situation (Conrad and 
Schneider 1992: 250; italics added). 
At the practical level, the limitation of the medical-treatment approach is the 
generalization of the desired behavior beyond the restricted treatment context ~ 
getting the clients to maintain the behavior in unrestricted settings where treatment 
personnel have no power to re-design the treated addict's real world environment and 
to control over its influences (Akers et al. 1968; Hawkins and Wacker 1983). Akers 
et al. (1968: 467) have once made the following comment: 
A common criticism of experimental and laboratory treatment 
programs is that when the patient returns to his former environment, 
the change in his behavior is only short-term. The original behavior 
recurs. This is, of course, a frequently observed pattern and a genuine 
problem in any behavior modification program. 
This generalization constraint is ascribable to the artificial and protected 
nature of treatment. Operating in a geographically and physically restricted and 
socially isolated environment, treatment occurs in a fairly well-defined social system 
in which individuals and groups interact and influence each other with certain explicit 
and implicit aims and goals guided by formal and informal rules and norms 
(Bergmark and Ocarsson 1988). The successful drug-free state achieved in 
treatment is actually "temporary abstinence" or "enforced abstinence" under the 
12 
protected environment, not the "enduring abstinence". As Bergmark and Oscarsson 
(1988: 71-72) described: 
Before entering the treatment program the drug abuser is in a state of 
active abuse which, through the client's entry of the treatment, is 
followed by a state of abstinence. But this abstinence, the fact that 
the drug abuser has ceased taking drugs, does not mean that he or she 
is "cured"; it is not the achieved abstinence, but the carrying through 
and the assimilation of the content of the treatment program, which is 
supposed to make the drug abuser unable to take drugs in the future ... 
Thus, the abstinence during treatment can be seen as a “latent abuse”, 
or as a “temporary abstinence” (italics added). 
This does not, of course, mean that drug treatment does not have any impact on the 
recovery of treated addicts. Nonetheless, that treatment in institutional setting, 
despite its professional and useful role in helping drug abusers to obtain improvement 
in their problem behavior, is just the first step in the process of building a recovery 
path. Furthermore, given the limiting role of drug treatment, equating relapse with 
treatment failure is not an accurate judgement. As Nash (1974: 214-215) noted: 
Whether or not a person reverts to drug abuse is probably more 
dependent on what happens to him in the community after he leaves 
than what happened to him while in the therapeutic community. Even 
the strongest program success can crack under sufficient pressure. 
Seen in this light, drug cessation achieved within the treatment context may 
not guarantee the continuity of abstinence after treatment. Even though a resolution 
to change has been embarked, challenges to that resolution, no matter how determined 
and robust, will occur after the treated addict leaves the treatment setting and returns 
to social reality. Such challenges are particularly great in high-risk situations. A 
high-risk situation broadly refers to "any situation that poses a threat to the 
individual's sense of control and increases the risk of potential relapse" (Marlatt 1985: 
37). De Leon (1990-1991) stated that exposure to high-risk situations is not 
uncommon for treated abusers, and is unavoidable even if they can be relocated from 
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drug-infested home environment. These high-risk situations may include (i) 
negative emotions like anger, anxiety, depression and frustration; (ii) positive 
emotions - good feelings that drugs can be used to celebrate; (iii) stress caused by 
negative life events or everyday hassles; (iv) interpersonal conflicts brought out by 
poor communications or unresolved conflicts particularly among family members and 
other loved ones; (v) social pressure to reuse drugs induced by other substance 
misusers; (vi) use of other substances that can elicit cravings for the primary use of 
drugs; (vii) presence of drug-related environmental cues ~ things, places and people 
associated with substance use that can trigger cravings (DeJong 1994). Many 
previous reports (Brown et al. 1989; Gossop et al. 1987，1989; Hunt et al. 1971; 
Stephens and Cottrell 1972) have revealed that it is common for treated addicts to 
return to drugs during the maintenance period after treatment. 
In sum, the major limitation of the medical-treatment approach is the 
individualization and decontextualization of the problem of drug use and abuse. 
Such limitation points to the inability to capture the social dimension of recovery/non-
recovery in the post-treatment social context. To understand post-treatment drug use 
behavior, such behavior must be placed within the social context wherein the treated 
addicts, as social actors, are situated after leaving the treatment setting. 
2.3 How Should We Understand Post-Treatment Drug Use Behavior ？ 
Relapse as Inadaptation to Abstinence 
The prevalence of relapse among treated addicts clearly demonstrates the 
difficulty of extending treatment effects beyond the treatment setting. Instead of 
viewing relapse as a moral failure of the relapser and as an indicator of treatment 
failure, we may consider that relapse is an integral part of the recovery process. 
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Ideally, the movement towards a drug-free life should be straight and unswerving; but 
such a linear progression is a relatively rare phenomenon (Prochaska et al. 1992). 
Relapse can occur even when treated abusers are strongly motivated to change their 
lives (Gorski 1989). Narcotics Anonymous O^A) (1988) has devoted an entire 
chapter of its basic text to discuss the problem of relapse in drug addiction. It has 
stated: "Relapse is a reality. It can and does happen." (p.75) Many of the personal 
stories of addiction and recovery in the NA basic text show relapses. Yet they also 
portray hope as many relapsers eventually recover. 
Prochaska et al. (1986，1992) delineated five "stages of change" with regard to 
quitting: pre-contemplation to quit, contemplation to quit, preparing to quit, action of 
quitting, and maintenance of drug-free status. They reminded us that instead of 
going in a simple and linear manner, most addicts move through the stages of change 
I 
I in a "spiral pattern" (1992: 1104). In this pattern, the dependents can progress from 
i 
pre-contemplation to contemplation to preparation to action to maintenance, but most 
will relapse during the maintenance stage and regress to earlier stages. Prochaska et 
al. further pointed out that addicts typically recycle through these stages several times 
prior to the termination of addiction. 
In their earlier analysis, Alksne et al. (1967: 236) had already noted the life 
cycle of addiction for drug addicts: 
Experience in rehabilitation efforts with addicts suggests that the 
majority of addicts who are withdrawn from drugs eventually become 
recidivists. This cyclical pattern of detoxification, return to drugs, re-
addiction, and further detoxification is repeated so often for the 
individual addict that hospitals for detoxification are said to have a 
revolving-door orientation. 
In conceptualizing the life cycle of addiction, Alksne et al. (1967) brought in the 
concept of "tolerance" — an idea that an individual is capable of adapting, both 
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physically and socially, to a system which was not originally normative for himy^her. 
Just as the non-user builds a tolerance for the use of drugs while adapting to the 
addiction system, so must the addict, in order to exit addiction life, build a tolerance 
for the abstinence system that does not contain any elements of the addiction system. 
But this tolerance for abstinence is not easy to establish, and relapse is a usual instead 
of an unexpected response. This is because the treated addict has long been tied to 
the addiction system which has already constituted a normative adaptation system for 
him/her. So, Alksne et al. (1967: 236-237) said: 
His recidivism then consists, in our framework, not so much in a return 
to an abnormal system of drug use, but actually in a failure to adapt to 
a new system which require an alteration ofhis self-image. In a sense, 
it is the new system which is abnormal for him (italics in original). 
Level of Post-Treatment Drug Use 
Having recognized the fact that relapse is common among many treated 
addicts, many relapse prevention models (e.g., Baker et al. 1989，Carroll and 
Ohasesian 1989，Daley 1986; George 1988; Gorski 1988; Marlatt and Gordon 1985) 
have been developed to help treated addicts to prevent relapse after treatment. There 
are, though, different definitions of relapse in the literature. As mentioned above, 
relapse can be regarded as a treated addict's inadaptation to the new and "abnormal" 
abstinence system (Alksne et al. 1967). Relapse can also be defined as a behavior or 
an action manifesting a regression in one's condition. Such behavior may be a 
discrete event or a process that develops over time. According to Marlatt and 
Gordon, relapse can be viewed as a process of “a breakdown or setback in a 
person's attempt to change or modify any target behavior" (1985: 3). Gorski and 
Miller define relapse as a process of the chemically dependent person becoming 
dysfunctional in recovery, which involves a progression of post-acute withdrawal 
16 
symptoms from a period of stability to psychosocial distress to emotional or physical 
collapse. Symptoms of post-acute withdrawal (e.g., physical coordination problems, 
inability to think clearly, memory problems, emotional overreactions or numbness, 
stress sensitivity) occur and they will lead to a period of losing control, if they are not 
managed (Daley 1989a). Nonetheless, as Daley commented, it is not always easy to 
determine which symptoms indicate that the person is relapsing. 
On the other hand, a discrete event of relapse refers to the resumption of 
substance use following a period of recovery. When relapse is defined as an event, 
distinction should be made between "lapse" and "relapse". According to Marlatt and 
Gordon (1985), a lapse (slip) is a single episode of substance use while a relapse 
marks more significant deterioration or backsliding, a full return to addiction. A 
relapse is not logically inevitable following a lapse. Although about 90 per cent of 
lapses result in relapse, some lapses may lead to recovery (Marlatt and Gordon 1980; 
Gossop et al. 1987, 1989). In spite of varying definitions, clinicians generally agree 
that the phenomenon of relapse can be understood as a process as well as an event 
(Daley 1989a). 
When relapse is considered as an event, there is also a greater need than ever 
to pay attention to the variability of the use patterns of relapse. There has been an 
enduring myth in society that any re-use of drugs, no matter how minimum the 
amount or how infrequent the occasion, will immediately be followed by the total loss 
of control to the point of problematic and addictive use. Nonetheless, many research 
findings have emphasized the presence of patterns of controlled use in some 
communities (e.g. Cheung et al. 1991; Erickson et al. 1994; Waldorf et al. 1991). 
Such a finding runs contrary to the very conception of most treatment professionals 
that controlled use is at best an illusion bom of denial, and at worst a cruel hoax on a 
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diseased individual (Waldorf et al. 1991). Earlier follow-up studies recorded a 
pattern of occasional, moderate and non-addictive use among treated drug addicts 
(Goode 1994; Gossop et al. 1987,1989). Wong (1998) also found that not all the 
dmg re-users in Hong Kong fell into full-blown relapse. Some were able to return to 
abstinence after using drugs for several times; some recovered from a short-period of 
re-addiction after self-detoxification or using methadone maintenance for a few days; 
others would re-use drugs only on an infrequent basis. These results challenge the 
overwhelming belief that the renewal of drug use following treatment inexorably 
brings about uncontrollable, compulsive use again. Indeed, the relapse phenomenon 
exhibits variations along the use continuum. On one end is the full progress to full-
fledged re-addiction. In the middle is stable and low level of re-use following a 
lapse or several slips. On the other end is the retreat to abstinence after a lapse or 
several slips. 
Such a view on the post-treatment drug use behavior hence moves beyond the 
commonly-held dichotomous view of either drug free or non-drug free. Abstinence 
has been thought to be the only acceptable and appropriate goal, and the only criterion 
of recovery in treatment philosophy. Successful recovery has been predicated on the 
necessity of absolute abstinence from drugs. However, total abstinence may not be 
the only exclusive goal of recovery (Chiauzzi 1991). Evidence from past research 
revealed that some drug re-users did return to compulsive use, but others could reduce 
their intake to become moderate or occasional users, or adopt less risky modes of use 
rather than injection. Some drug re-users could even move from occasional use to 
abstinence, rather than from occasional use to daily use (Goode 1994; Gossop et al. 
1987,1989). 
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The recent harm reduction approach:，which addresses drug use as a public 
health problem, recognizes that the goal of enduring abstinence is not easily or 
quickly attainable for many drug misusers. While it does not preclude the long-term, 
ultimate goal of abstinence, it attaches the first priority to the reduction of harmful 
consequences of drug use among abusers who cannot be expected to cease use 
entirely at the immediate time. Harm reduction advocates therefore argue that 
controlled or low level of use and less risky modes of use may be good alternatives, 
and they suggest that a more pragmatic goal should be set for some drug users to 
reduce drug-related harms, without necessarily requiring abstinence (Erickson et al. 
1994; Riley et al. 1999). This may encourage drug users to control their use and 
minimize the harm of use so that they do not accumulate their use problems. 
The harm reduction approach to drug use has an implication for how we 
should deal with the relapse problem among treated addicts. Abstinence among 
treated drug addicts is important, but so is the maintenance of low level or less risky 
mode of dmg use that can reduce harm to relapsers. Yet, most relapse prevention 
models in the current addiction literature tend to emphasize factors contributing to 
abstinence or relapse. Few research efforts have been devoted to explore factors that 
contribute to different levels or modes of post-treatment drug use. To fill this gap, in 
the foregoing research, the analysis on the post-treatment drug use behavior will 
mainly focus on various levels of drug use subsequent to treatment. Different levels 
2 The harm reduction approach which emerged since the Liverpool Conference in 1990 has opened up a 
new orientation in treating drug use. This approach, neither to moralize, medicalize nor legalize dmg-
using behavior, adopts a value-neutral view on dmg use. Dmg use is one of many behaviors exhibited 
by individuals and populations that ranges from experimentation to problematic expression. Since 
dmg use is not viewed as intrinsically problematic behavior, the focus of the harm reduction approach 
is placed on the harms consequent to use, not on use per se (Erickson et al. 1997). This approach 
emphasizes the provision of means to broaden access to services and information on managing 
dependency and health, and in tum reducing harm. The harm reduction programmes includes, for 
example, syringe exchange programmes, methadone maintenance and the establishment of "tolerance 
area" where dmg users can obtain clean injection equipment, condoms and medical advice O i^ley et al. 
1999). 
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ofuse will be distinguished, namely, abstinence, non-addictive use and addictive use. 
The social and psychological correlates of these three levels of use will be examined. 
Social Nature of Recovery 
It is now a common and essential practice to include relapse prevention 
models in the treatment industry (e.g., Baker et al. 1989，Carroll and Ohasesian 1989, 
Daley 1986, 1989b; George 1989; Gorski 1989; Marlatt and Gordon 1985). These 
relapse prevention models mainly deal with the relapse problem from the viewpoint of 
the addict, that is, to see how individuals who have altered their addictive behavior 
progress towards relapse-prone situations. These models are applied to figure out 
individual problem areas and relapse precipitants, and to teach the treated clients to 
respond to relapse-prone situations strategically. For example, Marlatt and Gordon's 
cognitive-behavioral model is a popular and influential relapse prevention model in 
the treatment field. This model is developed in response to the view of regarding 
relapse as an immoral behavior. Marlatt and Gordon pinpointed that to see relapse 
as moral weakness is counter-productive as this will induce guilt and psychological 
stress in the relapser. If the treated addict is confronted with a high-risk situation 
and experiences low self-efficacy and outcome expectation, a lapse may occur. If 
the person feels "guilt" following a lapse, an abstinence violation effect is said to 
occur. This may elicit a complete relapse if the negative emotion is not properly 
dealt with constructive actions. Hence, Marlatt and Gordon suggested three types of 
intervention for the treated addict: (i) cognitive remediation including positive self-
statements, enhancement of outcome expectancy and self-efficacy and coping 
imagery; (ii) skill building including role-playing, self-monitoring and relapse 
20 
rehearsal; (iii) lifestyle modification including exercise, relaxation and effective time 
management. 
Relapse prevention models, including that ofMarlatt and Gordon's, are based 
on an individual-centred approach to the relapse problem. To look at the problem of 
relapse from the viewpoint of the addict tends to look for the causes of relapse in the 
individual rather than in the social system, thereby neglecting the fact that the 
recovery process (after treatment) is symptomatic of social situations. If we just 
seek to change the treated addict, we may forget the change that should be made to the 
social system. 
Conclusively speaking, the moralization of relapse by the prohibitionist 
approach underestimates the role of social context in causing the relapser to re-use 
drugs. The decontextualization and individualization of the problem of drug 
addiction by the medical-treatment approach is unable to address the social nature of 
addiction and the limitation that treatment effects cannot be generalized to non-
treatment settings. Responding to the prevalence of relapse among treated addicts, 
many relapse prevention models have been developed to assist the treated addicts to 
prevent the re-use of drugs after treatment. However, these individual-centred 
models locate the solutions mainly in the individual rather than in the social structure. 
To gain a fiiller understanding of recovery, we must “bring the social back in". We 
should go beyond the individual, to address the broader social context that might 
shape post-treatment drug use behavior. In this juncture, the social deviance model 
is one that can capture the social nature of post-treatment drug re-use or recovery. 
Drug use has been a popular area of research interest in the sociology of 
deviance. The social deviance model conceptualizes drug use as a kind of deviant 
behavior which violates social norms, decencies, beliefs cherished by the society as a 
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whole. For sociologists, the most crucial factor to be examined is not the 
characteristics of the drug user himself / herself but the situations, social relations, or 
social structures in which the individual is located. Drug use "cannot be understood 
apart from the web of social relations in which it is implicated" (Goode 1969: 55). 
From the sociological point of view, to understand post-treatment drug use 
behavior, such behavior must be placed within the post-treatment social context. 
There is an abundant amount of literature on the application of various sociological 
theories of deviance to the explanation of drug use as a kind of deviant behavior. 
Empirical tests of these theories search for associations between drug use and 
variables serving as proxies for these causes. These causes include parental bond 
(e.g., Akers and Cochran 1985; Sampson and Laub 1993), parental use pattern and 
influence (e.g., Foshee and Bauman 1992; Kandel 1996)，peer influence (e.g., Akers 
and Cochran 1985; Elliott et al. 1985; Marcos et al. 1986; Kandel and Davies 1991; 
Krohn 1974) and negative labels (e.g., McAuliffe 1975; Ray and Downs 1986). 
However, these studies do not differentiate post-treatment drug use from initial drug 
use. In fact, post-treatment drug use has a different meaning from initial drug use. 
Initial drug use is the change from non-use to use and hence involves the adaptation to 
the originally abnormal addiction system of behavior, whereas post-treatment drug 
use is the re-use of drugs, which signals the inability to adapt to the normal abstinence 
system ofbehavior (which is abnormal from the relapser's perspective). Hence, with 
respect to post-treatment drug use behavior, it is of sociological significance to ask: 
What are the social forces that shape a treated addict's level of drug use in the post-
treatment period ？ To what extent does the social context influence various levels of 
post-treatment drug use (including, as mentioned earlier, abstinence, non-addictive 
use, and addictive use) ？ In this thesis, several major sociological theories of 
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deviance will be selected for analysis, namely, control theory, differential association 
theory and labeling theory. 
In addition, the role of psychological process will also be included in the 
present analysis, since the psychological well-being of treated abusers may affect their 
ability and willingness to meet the challenges in the journey to recovery (Marlatt and 
Gordon 1985). In an analysis of cognitive-behavioral strategies, self-efficacy ~ a 
reflection of one's competence and mastery ~ has been found to be a significant 
predictive factor on post-treatment functioning (Bandura 1977，1982; Marlatt and 
Gordon 1985). Research has shown that high self-efficacy has beneficial and 
therapeutic consequences for recovering addicts, and low self-efficacy has negative 
and maladaptive consequences. Hence, I would also include self-efficacy theory in 
the theoretical framework of the study. 
In the present study, the four theories ~ control theory, differential association 
theory, labeling theory, and self-efficacy theory -- will be integrated within a larger 
» 





The concept of social capital has become a powerful analytical tool in many 
areas of sociology in the past decade. The present study attempts to integrate 
differential association theory, control theory, labeling theory, and self-efficacy theory 
within a larger theoretical framework of social capital theory, in order to gain a better 
understanding of the post-treatment drug use behavior of treated addicts. 
3.1 Social Capital Theory 
Coleman (1988, 1990) developed the concept of social capital on the basis of 
the economic notions of physical capital and human capital. Physical capital is 
wholly tangible and is embodied in observable material forms including machines, 
tools and other productive equipment. Human capital is less tangible and is 
embodied in the skills, abilities and knowledge acquired by individuals. These two 
forms of capital are important in the creation of resources for productive actions. "Just 
as physical capital is created by changes in material to form tools that facilitate 
production, human capital is created by changes in persons that brings about skills and 
capabilities that make them able to act in new ways" (Coleman 1988: S100). 
Social capital is even less tangible and exists in the structure of social relations 
including interpersonal ties and institutional linkages (e.g., family, churches, work, 
community setting). The function of social capital resembles that of physical and 
human capital in that it facilitates social actions. As Coleman noted, "just as 
physical capital and human capital facilitate productive activity, social capital does as 
well" (1988: S101). The attention on the value of social relations as a social 
resource for acting tends to highlight the superior strength of actors in connection over 
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actors in isolation. Social capital allows the actors' actual and potential utilization of 
resources from social groups and networks to realize interests at the individual level 
or system level (e.g., social movements). It affords actors within the web of 
expectations, obligations, trustworthiness, information channels, social norms and 
sanctions as well, to exert more control over events of interest than they otherwise 
could. To possess social capital, therefore, "embeddedness" in social relations 
(Granovetter 1985) is necessary. The more the closure or connectedness of the 
relational network, the more the social capital one can obtain for use in task 
accomplishment and goal attainment. 
In the current sociological literature, social capital is a widely used perspective 
for analyzing a wide range of social behaviors，including crime and deviance. 
Concerning the theoretical development in the field of social deviance, the concept of 
social capital has great capacity to synthesize developed knowledge of causal 
processes built in major deviance theories and advance theoretical understanding of 
criminal and deviant behaviors (Hagan and McCarthy 1997). As Hagan and 
McCarthy pointed out: 
We believe that social capital theory can be a powerful integrative 
force in understanding crime, bringing together a number of theories 
that too often have competed for the exclusive attention of 
criminologists. An important feature of social capital theory is that it 
allows a broadening and lengthening of explanatory attention to factors 
that cause crime and delinquency (1997: 235). 
In the present analysis, several social deviance and psychological theories are 
adopted to explain the post-treatment drug use of treated addicts, namely, differential 
association theory, control theory, labeling theory, and self-efficacy theory. 
Building on the work of Coleman and drawing the theoretical insight from Hagan and 
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McCarthy, I hold the view that the reappraisal of differential association theory, 
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control theory, labeling theory, and self-efficacy theory in the framework of social 
capital theory can add to our understanding of the processes that may affect the post-
treatment drug use behavior of treated addicts. 
3.2 Differential Association Theory and Social Capital 
Developed by Sutherland and Cressey (1978), differential association theory 
states that the behavior of a person is the result of learning through association with 
people, especially one's intimate personal groups. Deviant behavior of a person is 
derived primarily from learning through interaction with one's intimate deviant 
groups. This learning includes the techniques of committing deviance as well as the 
specific direction of motives, drives, rationalizations and attitudes. This specific 
direction of motives, drives, rationalizations and attitudes is learned towards whether 
legal codes are viewed as rules to be complied with or not. Through the learning 
process, deviant behavior will occur when a person has "an excess of definitions 
favorable to violation of law over definitions unfavorable to violation of law" 
(Sutherland and Cressey 1978: 75). On the basis of the argument of differential 
association theory, access to and involvement in deviant learning is a necessary 
process in the etiology of deviance. Deviant behavior can be viewed as a behavior 
which has social meaning and which must be learned and reinforced by the 
association with antisocial groups, especially deviant peers. 
The importance of association with deviant peers in causing deviant behavior 
reflects the limitation of control theory in the explanation of deviance. Control 
theory, also known as social bonding theory, has been criticized for its failure to 
include a role for deviant peer association (Marcos et. al 1986). The notion that 
deviant peer group offers a positive setting for learning and acquiring deviant 
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behavioral pattern was, indeed, recognized by Hirschi (1969). Hirschi，as an 
extension of the argument of control theory, remarked the delineation of the 
delinquent companions as another necessary condition for the involvement in deviant 
behavior: 
If members of delinquent gangs tend to have in common a low stake in 
conformity, ... still the data presented here leave much room for the 
operation of group processes in the production of delinquent acts ... 
(1969: 161) 
The theory underestimated the importance of delinquent friends; it 
overestimated the significance of involvement in conventional 
activities. Both of these miscalculations appear to stem from the 
same source, the assumption of "natural motivation" to delinquency. 
If such natural motivation could legitimately be assumed, delinquent 
friends would be unnecessary, and involvement in conventional 
activities would curtail the commission of delinquent acts (1969: 230). 
The role of deviant peers in the etiology of deviance was also noted and 
further discussed by Elliott et al. (1979), as shown in their attempt to integrate the 
control and social learning perspectives^. They argued that deviant peer group is not 
only a necessary condition for eliciting deviance, but is also essential for the 
performance and maintenance of deviant pattern ofbehavior over time. They agreed 
with the proposition of control theory that strong bonding to conventional social order 
insulates the individual from participation in deviance. Nevertheless, the weakening 
of social bond can only constitute a pathological path and generate "primary" forms of 
deviance without the support of deviant group (1979:15). Positive motivation 
coming from peers that support deviant practices is required for the sustained 
involvement in deviant behavior. In his recent analysis, Cheung (1997b) remarked 
that intimate deviant group can be found in the family ~ deviant parents. Like 
1 Social learning perspective is compatible with differential association theory. It is a broader theory 
that retains all the differential association processes in Sutherland and Cressey's theory and integrates it 
with differential reinforcement and other principles of behavior acquisition, continuation and cessation 
(Akers 1979). 
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deviant peers, deviant parents are effective role models and reinforcers of deviant 
values and behavior. Exposure to deviant parents and participation in deviant peer 
group can thus be positive mechanisms for the occurrence and maintenance of 
deviance. 
The emphasis on deviant association, as demonstrated by the above scholars, 
mirrors the significance of embeddedness in deviant networks and the resulting 
formation of social capital for the entry and persistence of antisocial behaviors. In 
his case study of Colombian criminal activities, Rubio (1997) found that for the 
indulgence in criminal behaviors to take place, deficiency in productive social capital 
is inadequate. There must be the existence of "perverse social capital" in which the 
networks in cultural, social and economic environment approves socially 
unproductive rules of games and rewards participation in illegal activities (p. 808). 
Meanwhile, Portes (1998) used the term “negative social capital" to describe how 
embeddedness in deviant social structures constitutes a kind of social capital that 
operates around “downward leveling norms" to keep members of a downtrodden 
group in place and that produces socially undesirable ends -- public bads (pp. 17-18). 
Therefore, not all social capital effects socially desirable consequences. This point 
has also been noted by Coleman (1988) when he said, "A given form of social capital 
that is valuable in facilitating certain actions may be useless or even harmful for 
others." (p. S98) 
Hagan and McCarthy (1997) elaborated extensively how negative social 
capital facilitates deviant and criminal behavior. The group processes ~ learning 
through social contacts and interaction — are embraced within the theoretical 
framework of social capital, linking up the concepts of differential association, social 
embeddedness and social capital. The role of social capital in the creation of human 
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capital is not limited to what Coleman (1988, 1990) described as conventional human 
capital. Criminal embeddedness, Hagan and McCarthy suggested, aids in the 
formation of negative social capital that lays down the site for deviant tutelage and 
learning, and in turn obtaining criminal human capital that becomes one's assets to 
get into crime. This is because embeddedness in deviant networks exposes one to 
information channel in the form of tutelage relationships in which the presence of 
tutors and mentors enhances deviant training. As Hagan and McCarthy described: 
Embeddedness in relationships with those already proficient in crime 
is a source of capital, for example, as a channel for the acquisition of 
information. This flow of information provides access to skills and 
knowledge about crime in the same way that contacts, associations, or 
ties in more conventional lines of work supply actors with leads to 
jobs and other business-related knowledge. Thus, embeddedness in 
ongoing criminal networks may establish the foundation for the 
development of a type of human capital ... that we call criminal 
capital. This criminal capital includes knowledge and technical 
skills that promote criminal activity, as well as beliefs or definitions 
that legitimize offending (1997: 138; italics in original). 
Reduction of Negative Social Capital and De-Learning of Drug Use Behavior 
In a study of the rehabilitation of drug addicts, Volkman and Cressey (1963) 
demonstrated how the learning principle of differential association theory is applied 
within the treatment context of a therapeutic community. The rehabilitative setting 
segregates treated clients from the drug-crime subculture. The treated clients can 
learn definitions favourable to conformity and law-abiding behavior through 
assimilation into an intimate primary group that emphasizes anti-drug and anti-crime 
values, and this in turn helps them to stay away from drugs and crime. Volkman and 
Cressey found that increasing anti-drug attitudes and drug-free behavior have 
displayed among clients with increasing length of residence in this rehabilitative 
setting 
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In fact, the re-socialization of addicts with anti-drug definitions during 
treatment does not necessarily mean that all of their pro-drug techniques and 
orientations will disappear coterminous with giving up of drug use. To the treated 
addict, drug-taking behavior has already been a “learned behavior”. Empirical 
evidence on the importance of deviant associates in providing deviant learning and 
supporting environment for drug use has been shown in previous analyses. Past 
studies (e.g., Akers and Cochran 1985; Elliott et al. 1985; Kandel and Davies 1991; 
Krohn 1974; Marcos et al. 1986; Massey and Krohn 1986) have found that association 
with deviant peers who used drugs had significant positive effect on the initiation and 
maintenance of one's own drug use. Involvement in this network of drug-using 
associates before treatment led to the process of what I call “addictive embeddedness” 
and to the exposure to tutelage. With the presence of this negative social capital, 
treated addicts learned pro-drug techniques and orientations, which formed their 
“addictive human capitaF useful for getting into drug use. Pro-social learning in 
treatment may only put addictive human capital and the previously learned drug-using 
behavior of treated clients in a latent state. 
Winfree et al. (1993) argued that drug taking behavior may be ceased in ex-
users before their peer associations are entirely changed. Stopping use is not 
necessarily followed by the complete detachment of oneself from all drug-using peers, 
particularly those described as best friends. Conceivably, it is dangerous for 
recovering addicts after leaving the treatment context to re-interact with drug-using 
peers who will provide pro-drug environment for drug relapse, and provoke the 
former learned behavior. When associating with drug-using companions again, 
former addictive human capital including the learned pro-dmg techniques and 
orientations will be revitalized, in turn causing drug resumption to occur. For this 
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reason, post-treatment recovery is greatly hinged upon addictive dis-embeddedness, so 
that the treated addict can keep away from pro-drug environment and reduce negative 
social capital. With the reduction of negative social capital, the treated addict can 
achieve the “de-learning, of drug use behavior and avoid the triggering off of former 
addictive human capital. Thus, it can be hypothesized that the less the re-association 
with drug-using peers, the lower the level of post-treatment drug use of the treated 
addict 
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3.3 Control Theory and Social Capital 
Instead of explaining why people engage in deviant behavior, control theory 
asks why people refrain from deviant behavior and conform to social norms. 
Control theory assumes deviance and explains conformity (Hirschi 1969). The 
motivation to commit deviance is constant across persons and it is only through social 
constraints that inhibit such behavior. From the viewpoint of control theory, deviant 
behavior is thus the direct result of weak ties to the conventional normative order. In 
operationalizing control theory, major emphasis has been placed upon the social bond 
that ties a person to society (Hirschi 1969). Weak social bond implies the reduction 
of insulation from deviant behavior. When the bond to society is weakened, 
individuals will be freed from social obligation, allowing deviance to occur. 
The strength of the social bond emphasized in control theory resonates the 
recent concept of the closure of social relations in capital formation. Social bonding 
actually anticipates the attention given by Coleman (1988; 1990) on how social 
embeddedness operates in conventional circumstances and subsequently produces 
effective norms and control through the accumulation of social capital. Laub and 
31 
Sampson (1993) also see social capital as rooted in the social bond and relations of 
social control. 
The embeddedness in conventional social relations is, more specifically, a 
reflection of the significance of the key element ~ attachment — in Hirschi's version 
of social bonding theory. According to Hirschi, attachment to others implies the 
degree to which people have close emotional, afFectional ties and moral link to others, 
especially to the conventional members of society like parents and teachers from 
which socialization and internalization of norms are experienced. A person strongly 
attached to these significant conventional others is less likely to involve in deviant 
acts since he/she is more sensitive and care about their concerns and feelings, and do 
not want to hurt them. This connectedness of oneself to conventional others, as 
Laub and Sampson (1993) observed, generates interdependent systems of obligation 
and restraint that impose significant costs for translating criminal propensities into 
action. In their study of desistance from childhood delinquency, this 
interdependence endows those former delinquents with capital resources to traverse 
transitional difficulties and constrain antisocial behavior in adulthood. The social 
capital derived from social bond dictates the salience of informal social control at the 
individual level over the life course. 
Similarly, Hagan et al. (1995) and Portes (1998) recognized social capital as 
the essence of informal social control. Hagan et al. (1995) highlighted the 
importance of informal agents (such as family and schools) in establishing social 
capital and social control, which are useful for constraining young people's drift 
towards subterranean cultures of extremist political beliefs and deviant involvement, 
during rapid social change in East Berlin after the collapse of Communism. Portes 
(1998) sees the controlling function of social capital as emerging out of tight social 
32 
linkages that are commonly found in bounded solidarity and enforceable trust. This 
effect of social capital, he further argued, can equally and effectively achieve the 
maintenance of social order without resorting to formal or overt control. Rose and 
Clear (1998), hence, encouraged the building of social capital to raise the level of 
informal social control at the individual, family and neighborhood levels, rather than 
the over-reliance on public control mechanisms like incarceration. Over-dependence 
on formal control may damage family and community relational networks, with the 
result of increasing social disorganization of some communities by undermining their 
abilities to foster private (intimate primary groups containing family members and 
closest friends) and parochial (broader and local interpersonal ties) informal control 
processes. 
What this amounts to is that the development and accumulation of social 
capital in conventional social structures, which is “positive social capitar,, greatly 
affects the building of informal social control. Unlike embeddedness in deviant 
networks which creates negative social capital and antisocial outcomes, pro-social 
embeddedness can enrich positive social capital and produce desirable results ~ norm 
observance and order maintenance. 
Positive Social Capital. Social Control and Re-Learning of Normal Behavior 
Previous ethnographic studies of the addictive lives of drug abusers (Biernacki 
1986; Crawford et al. 1983; Preble and Casey 1969; Stephen and Mcbride 1976) have 
provided considerable evidence on the deprivation of positive social capital of street 
addicts as a result of their addictive behavior. They revealed that drug addicts' 
bonds to conventional society are spoiled. Drug abusers show a lack of interest in 
legitimate activities such as getting legal jobs. Their structural ties to conventional 
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members are almost broken up, as their family members, relatives and non-addict 
friends avoid or reject them. The diminishing of social capital from conventional 
relationships drives drug addicts to engage in "street life" ~ involving in and 
committing illegal activities. The activities of street life provide drug abusers with 
more than simply an escape from the world in which they are weakly bonded. The 
deviant lifestyle, in fact, offers meaning to drug abusers and enables them to re-
capitalize their limited life prospects. This is exemplified by Preble and Casey's 
(1969) description of addicts' life in the drug underworld : 
They are actively engaged in meaningful activities and relationships 
seven days a week. The brief moments of euphoria after each 
administration of a small amount of heroin constitute a small fraction 
of their daily lives. The rest of the time they are aggressively 
pursuing a career that is exacting, challenging, adventurous, and 
rewarding ... He is hustling (robbing or stealing), trying to sell stolen 
goods, avoiding the police, looking for a heroin dealer with a good bag, 
coming back from copping, looking for a safe place to take drugs, or 
looking for someone who beat (cheated) him - among other things. 
He is, in short, taking care of business ... (pp. 2-3; italics added) 
Hawkins (1979) emphasized the replacement of the bond to deviant social 
world with the bond to conventional social world that is necessary for treated clients' 
development of commitment to straight lives. Here we can see the link between 
control theory and the concept of social capital. Conventional bonding involves pro-
social re-embeddedness that enhances the formation of positive social capital and 
results in social control that protects the treated addict from drifting into the addiction 
life again. Pro-social re-embeddedness marks a significant process of capitalization 
through which treated clients can draw on normative network resources to reverse 
their former downward (addictive) life trajectories. 
The family is an important institutional locus of social capital for control. 
Past studies have presented the family as the primary direct (punishment and 
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supervision) or indirect (attachment) informal agent of creating social bond against 
deviant influences (e.g., Bahr 1979; Hirschi 1969; Nye 1958; Rankin and Wells 1990; 
Jang and Smith 1997). For a treated addict, acceptance by family is extremely 
instrumental for hinVher to re-embed in this primary conventional social network. 
When a treated addict becomes a "normal" person, it would be easier for hinVher to 
re-attach to his/her family. A treated addict re-integrating into and receiving support 
from his/her family is reinforced to maintain conformity to social values and lead a 
normal life. Family support in turn places an obligation and restraint on the treated 
addict, who then becomes more and more concerned about the expectation of his/her 
family. The increase of positive social capital, and the resulting constraints，protect 
the treated addict from backsliding. Therefore, it is hypothesized that the more the 
family support, the lower the level of post-treatment drug use of the treated addict. 
The positive social capital that is useful for the treated addict's maintenance of 
a de-addicted life does not reside solely within the family. It can also be found in 
other social networks, including those of treated addicts, ex-addicts, and normal peers. 
Participation in conventional social groups facilitates the re-building of a supportive 
social network which, like the network of family members, is a significant source of 
positive social capital. Community groups such as self-help groups or interest 
organizations are especially important for treated addicts. Hawkins (1979) noted 
that some ex-abusers do not have potential support in the form of adult living partners, 
family members, non-drug friends and others with whom they can share information 
and resources in time of need. He then claimed that supportive community-based 
social ties can be a counterweight to the inadequacy or absence of support from 
family, former or existing social relations. These community network resources can 
be mobilized to help these treated abusers develop new "straight" friendship. 
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The salience of extra-familial networks can be reflected, for example, in 
Banks' discussion (1997) of the social capital-creating feature of self-help mutual aid 
groups (e.g., Alcoholics Anonymous and Narcotics Anonymous). Common 
experiences or adversity among previously isolated individuals are the social glue to 
form these community groups. The homogeneity of group interest and the non-
commodity forms of exchange within the groups make these groups to generate social 
capital. In such a group, each member can receive and give help, support, 
understanding and care to other members, thereby producing a closed system of 
horizontal and equalitarian ties. Trust, communal shared norms and mutual 
monitoring are established among closely-tied members, with the result of producing 
the collective benefits for all. For a treated addict, taking part in socially approved 
activities organized by conventional social groups like self-help organizations and 
interest groups can create a social network in which the value of abstinence as well as 
the pursuit of normal, drug-free lifestyle are reinforced. 
While conventional social groups are niches of social relatedness to exhibit the 
controlling function, they also augment treated addicts' access to positive social 
capital in the form of pro-social tutelage and re-learning of non-addictive, normal 
behavior. As discussed earlier, the link between association, learning and behavior 
is the corestone of differential association theory. Indeed, differential association 
theory can explain not only deviant behavior, but also conforming behavior. 
Individuals can interact in differential association with persons who may engage in 
either deviant or non-deviant behavior. The more the deviant association, the more 
the deviant behavior one can learn in the course of deviant learning; the more the 
conforming association, the more the conforming behavior one can learn in the course 
of non-deviant learning. Therefore, incorporating the principle of differential 
36 
association theory within the notion of social capital can extend the explanation to the 
transition from deviance and conformity. Recall Hagan and McCarthy's (1997) 
argument that differential association involving deviant embeddedness creates 
negative social capital in the form of deviant tutelage and learning, and leads to the 
accumulation of criminal human capital, thereby causing antisocial behavior. 
However, it is possible that differential association involving pro-social 
embeddedness yields a kind of tutelage relationship and subsequent behavioral 
learning in a comparable but opposite way. In addition to exerting social control, 
pro-social embeddedness can enhance positive social capital in the form of pro-social 
tutelage and learning of conforming behavior, and lead to the acquisition of 
conventional human capital. This has relevance to our understanding of post-
treatment recovery/non-recovery among treated addicts. 
As discussed before, drug addiction had become a normative adaptation 
system of learned behavior for the treated addict before treatment. To exit the addict 
career, the addict must build up a tolerance for the normal way of life that does not 
contain any elements of drug addiction，and re-learn non-addictive, normal behavior. 
Participation in community groups encloses the treated addict within a network of 
pro-social tutelage that encourages normative learning. For instance, Narcotics 
Anonymous QS[A) is "a Fellowship of men and women who are learning to live 
without drugs，，pvTarcotics Anonymous 1988: 9). Consider how embeddedness in 
positive tutelage relationships facilitates recovery as described in the NA basic text: 
Our friends in the Fellowship will help us. Our common effort is 
recovery. Clean, we face the world together. We no longer have to 
feel backed into a corner, at the mercy of events and circumstances. 
It makes a difference to have friends who care if we hurt. We find 
our place in the Fellowship, and we join a group whose meetings help 
us in our recovery. We have been untrustworthy for so long that most 
of our friends and families will doubt our recovery. They think it 
won't last. We need people who understand our disease and the 
37 
recovery process. At meetings we can share with other addicts, ask 
questions and learn about our disease. We learn new ways to live. 
We are no longer limited to our old ideas (1988: 54). 
The closure of the network of tutors (including ex-addicts with common 
experience and normal peers) within a conventional social group is a source of social 
capital that through information transmission, facilitates the formation of what I call 
"conventional human capital" for use by the treated addict. This conventional 
human capital encompasses knowledge, attitudes and skills essential for a normal 
living. The acquisition of this form of human capital is facilitated by the process of 
pro-social re-learning in the conventional social groups. 
Not surprisingly, the treated abuser who joins a conventional social group is 
more likely than others who do not join to have more positive social capital (in the 
form of social control, pro-social tutelage and re-learning ofnormal behavior). The 
treated abuser with such social capital thereby has greater stakes in maintaining a 
drug-free, normal life. So, I hypothesize that the more the participation in 
conventional social groups, the lower the level of post-treatment drug use of the 
treated addict. 
Hagan and McCarthy (1997) pointed out further that embeddedness places 
actors in a social context that can act as frames of reference. Contexts may represent 
one's location in the larger social structure, as well as in the more specific 
collectivities, such as networks and neighborhoods that people belong to. People 
who experience context dissonance will tend to resolve it by withdrawing from the 
dissonant context that has the fewest social, psychological, or economic rewards and 
the greatest costs, and by increasing involvement in non- or less-dissonant situations. 
In other words, people will decrease their embeddedness in networks which are 
dissonant contexts. 
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The two contexts of social embeddedness ~ the conventional and addictive 
domains ~ considered in the present analysis are apparently incompatible with each 
other for a treated addict. As the social resources that accompany the increasing pro-
social embeddedness in family and conventional social groups grow, the treated 
abuser may experience dissonance if he/she is re-involved with the addicts' social 
circle. This is because with the establishment of an ofF-drug network after treatment, 
the enhancement of positive social capital endows the treated addict with conventional 
status and opportunities to advance life prospects. The treated addict no longer 
needs to return to the unconventional ties of drug abusers for support. The treated 
addict becomes less embedded in the addict network, which is a dissonant context in 
relation to the newly established conventional relationships. Following such an 
argument, pro-social re-embeddedness will lead to a reduction of addictive 
embeddedness, that is, the moving away from drug-using peer circle. It is hence 
postulated that (i) the more the family support, the less the re-association with drug-
using peers; and (ii) the more the participation in conventional social groups, the less 
the re-association with drug-using peers. 
3.4 Labeling Theory 
The labeling perspective is basically grounded on symbolic interactionism. 
On the basis of the idea of symbolic interactionism, an individual's self-concept, 
identity, values, attitudes and cognitive processes are situated and shaped in the 
context of the self-society relationship -- acting, reacting and changing in symbolic 
communication between social actors (Ritzer 1992). One of its core concepts, as 
proposed by Cooley's (1902), is "looking-glass self' -- we learn to know who we are 
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by seeing and interpreting how others think of us. This core concept points out the 
influence of social reaction on the definition of the self. 
Rather than analyzing deviant behavior per se, labeling theory posits that 
deviance is the result of societal reaction and is socially constructed through the 
application of the deviant label. As clearly put by Becker: 
social groups create deviance by making the rules whose infraction 
constitutes deviance, and by applying those rules to particular people 
and labeling them as outsiders. From this point of view, deviance is 
not a quality of the act the person commits, but rather a consequence of 
the application by others of rules and sanctions to an ‘‘offender’，. The 
deviant is one to whom that label has successfully been applied; 
deviant behavior is behavior that people so label. (1963: 9; italics in 
original). 
Individuals who are labeled as deviants by society are put in a higher risk to 
behave in accordance with the label. Once the deviant label is affixed, it would be 
difficult for the labeled person to escape from it. The label becomes incorporated 
into the self, resulting in the formation of a deviant identity (Becker 1963). The 
deviant identity and deviant role serve as a link between the negative label and future 
deviant behavior. 
In his study of marijuana users", Becker (1963) described how the labeling 
process engenders identity change of marijuana users and their subsequent movement 
into a deviant career. The stage of full physiological dependence on drug, according 
to Becker, does not determine the establishment of a stable pattem of drug use. 
Instead, the user's commitment to addiction as a way of life may originally be 
minimal, but repeated reinforcement of condemned behavior makes the drug user see 
himself as the stereotype of"junkie" or "dope fiend". The addict label, once applied, 
is irreversible, causing the user to organize his/her behavior around that "addict 
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identity" through a self-fulfilling prophecy. In efFect, the drug user adheres to the 
addict role, with the result of establishing the "addict career". 
Addict Label and Post-Treatment Drug Use 
Some researchers (Anderson 1993; Biernacki 1986) argued that the success of 
moving out of addict life greatly depends on the change of the addict identity of drug 
dependents. In his study of the natural recovery (without treatment) of heroin 
addicts, Biernacki (1986) found that the de-emphasis of the "addict identity" 
(symbolically and socially) and the transformation to the "ordinary identity" are the 
key to achieving abstinence. In a study of types of identity transformation in drug-
using and recovery careers, Anderson (1993) found different types of identity change 
reported by drug abstainers. During the former using career of abstainers, the first 
type of change is "temporary conversion" which involves negations of existing 
identities and reconstruction of new identities with drug euphoria to replace existing 
undesirable identities. The second is "alternation" which involves a gradual change 
in identities that feature progressive decline in negative fashion. On the other hand, 
during the recovery career, identity "conversion" ~ a negation of past addict-linked 
identities ~ is reported as a result of exiting active drug addiction. What Anderson 
intends to do through this analysis is to uncover the changes in identity that addicts 
may have to go through in their road to recovery. 
The growth of therapeutic communities or other drug treatment and 
rehabilitation programmes as Identity Transformation Organizations shows the 
importance for the role of identity transformation in helping addicts to construct a 
recovery career. These organizations regard the de-labeling of "addict identity" and 
converting it to a normal one as their focal task. They serve as social cocoons in 
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which the clients are encouraged to accept new definitions of the self through the 
mechanisms of encapsulation. Individuals are isolated - physically, socially or 
ideologically — from those who may give discredit to or are rivalry of the new 
perspectives employed within these organizations. The work of identity 
transformation is accomplished through the reconstruction of personal biographies, 
reorganization of behavior, and provision of new modes of self-conception and 
socially acceptable roles to play (Greil and Rudy 1984). 
Hawkins and Wacker (1983) expressed that while the interactive processes 
within the treatment context appear to help clients develop a normal identity and 
provide empowerment as an antidote to social stigma, whether they can maintain the 
non-addict identity after leaving the treatment setting is a question. The public's 
negative attitude towards treated clients is beyond the control of treatment personnel. 
From the labeling perspective, this implies that whether the treated abusers can 
successfully re-integrate into the society, continue to re-build a normal identity, and 
act as a normal person, are contingent upon community reaction. 
For a treated addict, the period after treatment is characterized as what Ray 
(1967: 168) described a period of "running struggle" with his problems of identity. 
The treated addict attempts to enact a new social reality which can coincide with his 
new image as a non-addict, average person, and to seek ratification from social others 
of his newly developed identity. But this desire is not frequently gratified, as some 
social others may exhibit skepticism about the treated addict's "cure" (1967: 173). 
To the extent that the label "once a junkie, always a junkie" (Becker 1963: 37) 
continues to exist in the larger environment, the pathway of recovery for treated 
clients will be obstructed. With the persistence of public discrimination, the treated 
addict will have to re-evaluate the meaningfulness of his/her experience in the straight 
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society and in so doing, he/she will become skeptical of his/her non-addict identity. 
When the treated addict perceives that other people do not appreciate the efforts 
he/she has made to perform normal roles, his/her motivation to conform to socially 
acceptable way of life is reduced. Inability to detach from the "junkie ” label forces 
the treated client to return to his/her former deviant identity and habit of drug taking. 
Resumption of drug use will occur when the disappointed treated addict re-defines 
himself/herself as a drug addict. In the light of the above discussion, it is 
hypothesized that the less the perceived public discrimination against drug addicts, 
the lower the level of post-treatment drug use of the treated addict. 
There is a connection between societal sources of labeling and the notion of 
social capital. Support from family and from normal or recovered friends can make 
the treated addict feel being re-accepted, rather than rejected, by the community. 
Embeddedness in supportive conventional networks of family members and normal 
peers can offer positive social capital to the treated addict, in the form of fostering the 
treated addict's newly constructed normal identity. The treated addict in turn may 
perceive less negative labeling against him. Thus, we can hypothesize that family 
support and participation in conventional social groups are inversely related to 
perceived public discrimination against drug addicts. 
Nonetheless, re-association with addict network would produce negative 
social capital to the treated addict by re-affirming the addict identity. As an active 
addict would perceive greater public discrimination than a recovered addict, we may 
expect that re-association with drug-using peers is positively related to perceived 
public discrimination against drug addicts. 
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3.5 Self-Efficacy Theory 
Self-efficacy is a theoretical construct proposed by Bandura (1977, 1982) to 
describe the cognitive mechanism underlying motivation and behavioral change. 
Self-efficacy refers to one's perception of control and self-worth, a sense that one is 
confident, competent and effective in mastering actions. It is primarily concerned 
with "judgement of how well one can execute courses of action required to deal with 
prospective situations" (Bandura 1982: 122). Perceived efficacy determines whether 
an individual can initiate managing efforts and sustain in the face of obstacles and 
aversive situations. Those who are efficacious will persist in subjectively 
threatening activities and eventually eliminate their inhibitions through corrective 
experience. Those who avoid what they fear, or who cease their coping efforts 
prematurely due to the lack of self-assurance, will retain their self-debilitating 
expectations and defensive experiences, with the result of militating against the 
effective application of coping skills in threatening situations (Bandura and Adams 
1977). The stronger the self-efficacy, thus, the more active the coping effort one will 
exhibit, the more effective use of coping skills one will attain and the more likely one 
will commit to the established goal and to accomplish the tasks. Self-efficacy as a 
significant predictor of goal commitment, intensification of effort for goal attainment 
and task performance, has been supported by a lot of empirical findings (Bandura and 
Adams 1977; Bandura et al. 1977; Bandura and Cervone 1983; Locke et al. 1984). 
Self-Efficacy and Post-Treatment Drug Use 
Self-efficacy is a salient factor in the prediction of the treated addicts' post-
treatment performance. Self-regulatory capabilities of refractory consummatory 
behavior, as Bandura noted, require tools of personal agency and the self-assurance to 
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use them effectively. Marlatt and Gordon's (1985) cognitive behavioral model of 
relapse has posited a common relapse process in heroin addiction, alcoholism and 
smoking in which self-efficacy plays a contributing role. People who have the skills 
and confidence in their self-regulatory efficacy are more likely to mobilize efforts 
needed to succeed in high-risk situations. Mastery of tempting situations further 
strengthens one's self-efficacy. On the contrary, when coping skills are under-
developed and poorly used because of disbelief in one's efficacy, relapse has a greater 
probability to occur. 
Applied to the present analysis, self-efficacy theory will predict that if the 
treated abuser is confident in his/her ability to keep away from drugs, he/she would be 
more determined to lead a normal life and to initiate efforts to cope with high-risk 
circumstances. It is thus hypothesized that the higher the level of self-efficacy, the 
lower the level ofpost-treatment drug use ofthe treated addict. 
Bandura suggested that expectations of personal efficacy stem from four major 
sources of information, namely enactive attainments, vicarious experiences, verbal 
persuasion and physiological states. Enactive accomplishments offer the most 
influential efficacy information since it is based on personal mastery experiences. 
Vicarious experiences involve seeing others succeed through their efforts, with the 
result of creating expectations in observers that they can improve their performance if 
they persist their efforts. The modeling effect from vicarious experiences displays 
useful information about the capabilities to master comparable activities. Verbal 
persuasion through suggestion is to get people believe their possession of the 
capabilities to cope successfully. States of physiological arousal enable people to 
judge their level of anxiety and vulnerability to stress. 
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Where can the treated drug addict obtain information concerning efficacy 
appraisals? Here, I argue that there is a connection between the notion of social 
capital and sources of efficacy information. Embeddedness in social networks 
exposes the individual to information channels that transmit efficacy information. 
Viewed in this light, the treated addict's pro-social re-embeddedness in family and 
conventional peer networks enriches positive social capital by transmitting “positive 
efficacy information ” concerning the maintenance of a normal life. Supportive 
family members, normal friends and ex-addicts can (verbally and socially) persuade 
and encourage the treated addict that he/she is capable to start a new and normal life. 
In addition, whenjoining normal social activities, the treated addict can associate with 
normal people or ex-addicts, who supply live and symbolic models. Seeing ex-
addicts who exemplify the drug-free lifestyle can boost efficacy expectation for the 
treated client. More information enhancing the capability of keeping a conventional 
way of life becomes the treated addict's “conventional human capital" that increases 
the treated abuser's self-efficacy. In short, family support and participation in 
conventional social groups are positively related to the level of self-efficacy of the 
treated addict. 
In contrast, re-association with drug-using peers offers negative social capital 
by transmitting "negative efficacy information “ that is counter-productive to the 
maintenance of an addiction-free life. Negative efficacy information would decrease 
the treated addict's self-efficacy of living normally. Therefore, to reduce negative 
efficacy information, it is necessary for the treated addict to decrease addictive 
embeddedness. Hence, re-association with drug-using peers is negatively related to 
the level of self-efficacy ofthe treated addict. 
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Besides, negative experience in social environment, as Bandura argued, can 
make people feel futile. People become skeptical of these abilities and give up 
trying when they expect their efforts to produce no results due to unresponsiveness， 
negative bias or punitiveness of the environment. Therefore, when the treated abuser 
experiences societal rejection and discrimination after leaving the treatment setting, 
this unpleasant experience will drive the treated addict to re-evaluate the 
meaningfulness of his/her experience in the conventional society. The treated abuser 
will in turn doubt his/her normal identity and performance of a normal role in the 
conventional society. Thus, I hypothesize that perceived public discrimination 
against drug addicts is negatively related to the level of self-efficacy of the treated 
addict. 
On the basis of the previous theoretical discussion, in order to reduce post-
treatment dmg use, reducing negative social capital and building positive social 
capital are essential. Figure 1 displays the relationship between social 
embeddedness and negative/positive social capital, and their influence on post-
treatment drug use. 
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Figure 1 Social Embeddedness, Negativey^ositive Social Capital and Their Influence on 
Post-Treatment Dmg Use 
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3.6 The Hypotheses 
In the above discussion of the analytical framework, fourteen hypotheses have 
been generated. They are now stated again as follows: 
Among treated addicts, 
1. The less the re-association with drug-using peers, the lower the level of post-
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treatment drug use. 
2. The more the family support, the lower the level of post-treatment drug use. 
3.The more the participation in conventional social groups, the lower the level of 
post-treatment drug use. 
4. The more the family support, the less the re-association with drug-using peers. 
5. The more the participation in conventional social groups, the less the re-association 
with drug-using peers. 
6. The less the perceived public discrimination against drug addicts, the lower the 
level of post-treatment drug use. 
7. The more the family support, the less the perceived public discrimination against 
drug addicts. 
8. The more the participation in conventional social groups, the less the perceived 
public discrimination against drug addicts. 
9. The more the re-association with drug-using peers, the more the perceived public 
discrimination against drug addicts. 
10. The higher the level of self-efficacy, the lower the level of post-treatment drug 
use. 
11. The more the family support, the higher the level of self-efficacy. 
12. The more the participation in conventional social groups, the higher the level of 
self-efficacy. 
13. The less the re-association with drug-using peers, the higher the level of self-
efficacy. 
14. The less the perceived public discrimination against drug addicts, the higher the 
level of self-efficacy. 
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The integrated theoretical model showing the hypotheses derived from the 
analytical framework is presented in the following path diagram (Figure 2). 
Figure 2 The Hypothesized Path Model 
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In the model, an arrow running from a predictor variable to a criterion variable 
represents a direct causal effect of the former on the latter. The assumed causal 
relationships between the variables are depicted by the directions of the arrows. 
Variables 63, 64, 65 and Q^  are residual variables, and the paths running from 63, 64, 65, Cg 
to X3 X4, X5 Xg are residual paths. A residual variable, which is assumed to be 
uncorrelated with the exogenous (independent) variables determining the endogenous 
(dependent) variable under consideration and to have a mean value of zero, represents 
the composite effects of all unobserved predictor variables. It is introduced to 
account for the variance of the endogenous variable not explained by exogenous 
variables (Land 1969: 6). Thus, the total variation of an endogenous variable is 





In this chapter, we will describe the source of data for this study, 
characteristics of the sample, as well as the conceptual and operational measurements 
of the variables. The method of data analysis is also briefly mentioned but an in-
depth discussion will be presented in the next chapter. 
4.1 Data and Sample 
Data were obtained from “A Follow-Up Study ofFormer S.A.R.D.A. Clients" 
conducted in 1996/97. As one of the largest treatment agencies in Hong Kong, the 
Society for the Aid and Rehabilitation of Drug Abusers (SARDA) was founded in 
1961 and is a government-subvented organization providing voluntary residential 
treatment and rehabilitation service for heroin abusers. This follow-up study was 
mandated to examine the drug use status of former clients of SARDA as well as to 
determine the social, psychological and treatment factors that were associated with 
post-service drug use (Cheung 1997a). 
The sampling frame of this follow-up study was composed of SARDA's list of 
former male clients whose cases were closed (or whose cases were last closed, if they 
had entered SARDA's programme! more than once) during the ten-year period from 
1 SARDA's Shek Kwu Chau Treatment and RehabiUtation Centre is targeted for male clients. Its 
programme is operated on a two-tier system: the short course of detoxification takes 3 weeks; on 
completion of the short course, male clients can transfer to the long course of residential rehabilitation 
which takes between 9 to 12 weeks. On completion of the long course, the treated cUent is taken to an 
aftercare caseload programme in which the cUents may receive counseling and assistance for 18 
months after discharge from the Centre. During the aftercare period, the client can apply and receive 
52 
January 1, 1984 to December 31，1993. This ten-year period was divided into three 
phases. The former clients in the sampling frame were then stratified into these three 
phases. Respondents whose cases were closed within the three-year period from 
January 1，1991 to December 31, 1993 were put into Phase 1. Those whose cases 
were closed within the three-year period from January 1, 1988 to December 31, 1990 
were placed into Phase 2. Those whose cases were closed within the four-year 
period from January 1, 1984 to December 31，1987 belonged to Phase 3. The 
sample size was set at 200 former male clients (70 for Phase 1, 70 for Phase 2 and 60 
for Phase 3)? 
The sample was then randomly drawn from the three specified phases. A 
letter was sent to each selected respondent inviting him to participate in the study. 
Replacements were made for those respondents who could not be reached due to 
invalid addresses and telephone numbers, and who refused to participate. In the final 
sample of 200 subjects, the distribution of respondents in the Phases were 77 for 
Phase 1，88 for Phase 2 and 35 for Phase 3.^  
Data collection of this follow-up study was conducted from February to 
August, 1996. The 200 respondents were interviewed with a standardized 
questionnaire dealing with: personal information, current drug use condition, 
half-way house residence (up to one-year residence). 
2 Two reasons were given for not including former female clients in the follow-up study. Firstly, the 
number of female clients in SARDA's Women's Treatment Centre is just one-tenth of that of male 
clients in SARDA's Shek Kwu Chau Treatment and Rehabilitation Centre. As the sample size was 
200 respondents, keeping one-tenth of the sample for female clients would yield too few female 
respondents for analysis and undercut the akeady smaU number of male respondents. Secondly, since 
the content of programme for female clients is rather different from the one for male clients, it was not 
suitable to mix them into one analysis (Cheung 1997a). 
3 Initially, the three Phases would be expected to have similar number of respondents. Meed，the 
number of respondents in the phases were rather unequal and the Phase 3 particularly had a small 
number of respondents because respondents in Phase 3 had already ceased contact with SARDA some 
eight to twelve years ago and so were very difficult to reach. Thus, the earlier the cases were closed， 
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treatment history, first drug use, first treatment, attitude towards the staff and service 
of SARDA, conditions in the three post-treatment phases, other remarks as well as 
case information from SARDA's record. Data for the present analysis in this thesis 
pertain to the 200 respondents' first three-year period after receiving SARDA's 
treatment and rehabilitation services. 
4.2 General Profile of Respondents 
A general outline of the socio-demographic as well as treatment characteristics 
of the sample is to be given below. 
Socio-demographic Characteristics of Respondents 
The respondents were aged between 21 and 71 years old, with mean age of 
43.3. Among the 200 respondents，95 had not married and 119 did not have any 
children. 
As to the educational attainment, over half of the respondents did not receive 
much formal schooling, with 122 out of 200 respondents (61.0%) obtaining either 
primary six or lower levels of education, or having no formal schooling. This 
generally shows that drug abusers who made use of SARDA's service are of low 
education. 
Furthermore, 42.5% of respondents were not employed and only 32.5% had a 
full-time job. The average monthly income of respondents was low, with about half 
of them (45.0%) having no income or only getting $3000 or less. 
The socio-demographic characteristics of respondents are presented in Table 
4.1. 
the more likely the contacts with respondents would have lost (Cheung 1997a). 
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Table 4.1 Socio-demographic Characteristics ofRespondents 
% N 
(I) Age QAean 二 43.3) 
25-29 3.5 7 
30-39 36.0 72 
40-49 40.5 81 
50-59 11.0 22 
60 or above 9.0 18 
Total 100.0 ~ ^ 
(II)MaritalStatus 
Never Married 47.5 95 
Married 35.5 71 
Separated^ivorced 13.0 26 
Widower 0.3 1 
Cohabitation 3.5 7 
Total 100.0 200 
(III) Whether Having Children 
No 59.5 119 
Yes 40.5 81 
Total 100.0 200 
(IV) Education Level 
No Formal schooling 5.0 10 
Primary six or below 56.0 112 
Form 1 to Form 3 32.5 65 
Form 4 to Form 5 5.5 11 
Matriculation/ 
Technical Institute 1.0 2 
Total 100.0 200 
(V) Employment Status 
Unemployed 42.5 85 
Self-employed 2.0 4 
Part-time/Seasonal 23.0 46 
Full-time 32.5 65 
Total 100.0 200 
55 
(Continued) 
(VI) Average Monthly Income 
$0 - $3000 45.0 90 
$3001 - $9000 32.0 64 
$9001 or above 23.0 46 
Total 100.0 200 
Treatment Characteristics of Respondents 
A majority of respondents in our sample had made use of two or more 
treatment modalities. One-third of the respondents had previously used one 
treatment modality while 66.5 % had used two or more modalities. 
As to the previous participation in different treatment modalities (excluding 
SARDA's treatment programme, as all respondents had received SARDA's service). 
The methadone programme is the most popular one, as 96% of respondents had 
formerly attended this treatment modality, followed by the compulsory treatment 
programme of the Correctional Services Department (69.0%), Gospel rehabilitation 
programmes offered by Christian therapeutic communities (22.5%), and treatment 
programmes in mainland China (20.0%). 
The mean number of previous treatments, regardless of treatment modalities, 
is 8.7. Among the 200 respondents, nearly half of them had experienced 6 to 10 
previous treatments and 22% had received 11 to 15 previous treatments. Only 29% 
had received less than 5 previous treatments. This finding apparently points out 
that treatment may not be a "one-shot-for-all" solution for drug abusers. Drug 
cessation is in fact a long-term, cyclical process of repeated treatments, relapse and 
quitting. 
Table 4.2 shows the treatment characteristics of respondents. 
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Table 4.2 Treatment Characteristics ofRespondents 
% N 
(I) Numher of Treatment Modalities 
Previously Used 
One 33.5 67 
Two 44.5 89 
Three 19.5 39 
Four 2.5 5 
Total 100.0 200 
(II) Previous Participation in Different 
Treatment Modalities^ 
Methadone Programme 96 • 0 192 
Compulsory Drug Abuse Treatment -
Programme of Correctional Services 
Department 69.0 138 
Gospel Rehabilitation Programmes 22.5 45 
Treatment Programmes in Mainland China 20.0 40 
Others 6.5 13 
(III) Numher of Previous Treatments (Mean = 8.7) 
(Regardless of Treatment Modalities) 
Less than 5 29.0 58 
6 t o l 0 42.0 84 
l l t o 15 22.0 44 
16to20 4.5 9 
20 or more 2.5 5 
Total 100.0 200 
4.3 Conceptualization and Operationalization of Variables 
In this part, we shall discuss the conceptualization and operationalization of 
variables used in this analysis. The frequency distribution of variables will also be 
reported. 
4 Previous participation in more than one treatment modahty is separately counted in each type of 
treatment modahty concerned. Percentages may add up to more than 100% because of multiple 
counting of treatment modalities the respondents had ever attended formerly. 
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Dependent Variable 
Level ofPost-Treatment Drug Use 
The key dependent variable is "level of post-treatment drug use", which refers 
to the frequency of heroin use by the treated addict in the first three-year post-
treatment period.5 Respondents were asked to report whether they had taken any 
heroin during the three-year period after receiving SARDA's treatment and 
rehabilitation service, and if they had, they were asked the frequency of heroin use. 
As discussed earlier, understanding post-treatment drug use behavior should move 
beyond the commonly-held "drug free/non-drug free" dichotomy. In the foregoing 
analysis, three levels of post-treatment drug use are delineated as follows: 
Lowest Level: Abstinence (scored 0) 
Medium Level : Non-addictive use (re-use of drugs on an occasional basis, 
less than once daily) (scored 1) 
High Level: Addictive use (re-use of drugs on a regular basis, once or 
more daily) (scored 2) 
Table 4.3 presents the frequency distribution of the respondents' drug use 
level during the first three-year post-treatment period. 
5 In spite of the claim that relapse can occur not only when the original drug of choice is re-used but 
also when there is substitution of alternative drugs, Hubbard and Marsden (1986) found that relapsers 
are more likely to return to former major type of drug abused. In Hong Kong, heroin continues to be 
the popular drug of abuse. According to the figures provided by the Central Registry of Drug Abuse 
(CRDA), the percentage of all (newly and previously) reported persons having abused heroin lingers 
around 90 from 1998 to 1997 (CRDA 1997). Moreover, those who start to use heroin are less often to 
switch to other drugs while those who initially use cannabis, cough medicine, depressants and 
tranquiUisers subsequently tum to heroin (ACAN 1997). In the present analysis, as the respondents of 
the follow-up study of SARDA's former clients are heroin addicts, the focus is placed on treated heroin 
addicts after obtaining SARDA's service of treating heroin addiction to see whether they return to their 
original drug of choice, that is, heroin. It is beyond the scope of this study to examine the relapse 
problem of other kinds of drug addiction or in terms of the substitution of alternative drugs as the 
existing data do not have such information. 
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Table 4.3 Frequency Distribution ofLevel ofPost-Treatment Drug Use 
Level ofPost-Treatment Drug Use % N 
Abstinence 13.5 27 
Non-addictive Use 7.0 14 
Addictive Use 79.5 159 
Total 100.0 200 
Similar to the findings of many overseas follow-up studies (Brown et al. 1989; 
Gossop et al. 1987，1989; Hunt et al. 1971; Stephens and Cottrell 1972), a majority 
(86.5%) of respondents returned to use after the termination of drug treatment. Only 
13.5 % (27 respondents) could remain drug free. Among those drug re-users (173 
respondents), less than 10% (14 respondents) resumed drugs on a non-addictive basis, 
whereas over 90% (159 respondents) relapsed to addictive use. 
Independent Variables 
Family SyppC>rt 
Family support is one of the network sources of positive social capital for the 
treated drug addict. To measure family support, three questionnaire items were 
used: 
(i) "On the whole, did your family members accept you?" 
The response items of this question are "highly accepted" (scored 3)，"accepted" 
(scored 2), ‘‘not applicable" (scored 1) and "not accepted" (scored 0)， 
6 "Not applicable" refers to those respondents who did not have family members during the time of the 
interview. Although this subgroup of respondents could not have received family support, they could 
not have been rejected either. The "not accepted" subgroup not only did not receive any family 
support, but also experienced the feeling of not being accepted by family members. Thus, "not 
appUcable" was made to score 1，higher thanthe score of "not accepted" which is 0. 
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(ii) "When you had emotional problems, would you talk with your family 
members ？，， 
The response categories are "always" (scored 3)，"sometimes" (scored 2), "seldom" 
(scored 1) and "not applicable" (scored 0). 
(iii) "On the whole, were your family members able to help you solve your 
personal problems (such as giving financial help or finding jobs for 
you)?,, 
The response items are "a lot ofhelp" (scored 3), "some help" (scored 2), "little help" 
(scored 1) and not applicable" (scored 0). 
The frequency distribution of these three indicators is shown in Table 4.4. 
Table 4.4 Frequency Distribution ofFamily Support 
Indicators % N 
(I) Whether Accepted by Family 
Members 
Highly Accepted 18.5 37 
Accepted 50.5 101 
Not Applicable 7.0 14 
Not Accepted 24.0 48 
Total 100.0 200 
(II) Whether Talking Emotional 
Problems with Family Members 
Always 13.5 27 
Sometimes 16.0 32 
Seldom 63.5 127 
Not Applicable 7.0 14 
Total 100.0 200 
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(III) Whether Family Memher Able to 
Help Solving Personal Problems 
Alot ofHelp 16.5 33 
Some Help 32.0 64 
Little Help 44.5 89 
Not Applicable 7.0 14 
Total 100.0 200 
With reference to the response to the first question, more than two-thirds of 
respondents (69.0%) reported that they were accepted or highly accepted by their 
family members. However, only one-third of respondents (29.5%) reported that they 
"always" or "sometimes" talked to their family members when they had emotional 
problems，and just about half of the respondents (48.5%) reported that they received 
"a lot of help" or “some help" from their family members when they had personal 
problems. 
The scores of the three items are summed to form the scale of family support. 
Scores for this scale range from 0 to 9. The higher the score, the more the family 
support received by the treated addict. The scale has an alpha value of .55, which 
satisfies the minimum requirement for an acceptable degree of reliability as well as 
internal consistency of the three indicators. 
Participation in Conventional Social Groups 
Participation in conventional social groups is an important extra-familial 
network source of positive social capital for the treated drug addict. It was measured 
by asking respondents whether or not they had joined self-help organizations, interest 
groups, or community groups (such as community centres, churches and labor unions). 
Since a large number of respondents did not join such groups, the response categories 
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were collapsed into a dichotomy of "have joined" (scored 1) and "have not joined" 
(scored 0). 
The frequency distribution of this indicator can be seen in Table 4.5. 
Table 4.5 Frequency Distribution ofParticipation in Conventional Social Groups 
Whether Joining Conventional Social Groups % N 
^ K s 33 
No 83.5 167 
Total 100.0 200 
The result revealed that a majority of our respondents did not join any 
conventional social groups. Only 33 (16.5%) respondents had joined these 
conventional social groups, and most of these respondents (63.6%) had joined the 
self-help groups such as Pui Hong Self-Help Association^ and Caritas Lok Heep 
Club8. 
Re-association with Drug-Using Peers 
Re-association with drug-using peers refers to the network source of negative 
social capital of the treated drug addict after treatment. The following question was 
used to measure this variable: 
7 Pui Hong Self-Help Association, formerly known as the Alumni Association of the Society for the 
Aid and Rehabilitation ofDmg Abusers (AA of SARDA), was founded in 1967 and Dr. James Ch'ien 
is the founding president. It is formed by a group of voluntarily rehabilitated drug abusers to promote 
its members' spirit of seU"-help and mutual help in order to lead a dmg-free life. 
8 Caritas Lok Heep Club was founded in 1968 with the aim of providing recreational, cultural and other 
supportive services for former drug abusers. It also provides services to help drug abusers seek drug 
treatments as well as to assist family members of drug abusers to cope with the problems of drug abuse. 
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"Were you still seeing drug-using friends during the three-year post-
treatment period ？" 
There are three response categories: "No, or no heroin-using friends" (scored 0), 
sometimes" (scored 1), and "often" (scored 2). The higher the score, the more 
frequently the respondent re-associates with drug-using peers. 
Table 4.6 depicts the frequency distribution of this item. 
Table 4.6 Frequency Distribution ofRe-association with Drug-Using Peers 
Whether Still Seeing Drug-Using Friends % N 
No / No Drug-Using Friends 2 ^ 40 
Sometimes 44.0 88 
Often 36.0 72 
Total 100.0 200 
In our sample, 80% of respondents were either "sometimes" or "often" seeing 
drug-using friends after receiving SARDA's treatment service. This result shows 
that it is prevalent for the treated addict to associate with his former addict friends 
again when he returns to the outside milieu. For most treated addicts, to detach from 
the former social circle of addict peers is not an easy task. 
Perceived Public Discrimination 
This variable, derived from labeling theory, refers to the discriminatory label 
imposed on drug abusers in society that is perceived by the treated addict. It was 
measured by the following questionnaire item: 
"Did you feel that drug addicts were discriminated by the public?" 
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Responses were categorized into "no" (scored 0)，"little" (scored 1), "some" (scored 
2), "a lot" (scored 3). The higher the score, the more the perceived public 
discrimination against drug users. 
Table 4.7 gives the distribution of response to this questionnaire item. 
Table 4.7 Frequency Distribution ofPerceived Public Discrimination 
Whether Thinking that Addicts are 
Discriminated by the Public % N 
No Discrimination 13.0 26 
Little Discrimination 10.0 20 
Some Discrimination 22.5 45 
A Lot ofDiscrimination 54.5 109 
Total 100.0 200 
As seen in Table 4.7, most of our respondents in the sample perceived that 
dmg addicts were discriminated by the public, with 54.5% of them reporting a lot of 
discrimination and 22.5% reporting some discrimination. Only a minority of 
respondents (23.0%) felt little or no discrimination. This result indicates that people 
in the community still show discriminatory attitude towards treated abusers. 
Self-Effiq^cy 
Self-efficacy is the individual'sjudgment of his/her self-competence in taking 
control of his/her own actions and lives (Bandura 1977). The following questions 
were used to measure the self-efficacy of the respondents: 
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(i) "Did you feel that you could control your own lives ？” 
The response items are "totally in control" (scored 4)，"mostly in control" (scored 3), 
"no opinion or mostly not in control" (scored 2), and “totally not in control" (scored 
1). 
(ii) “Did you feel that you could able to live normally again?" 
The response items are "very normal" (scored 4), "quite normal" (scored 3)，"quite 
abnormal" (scored 2) and "very abnormal" (scored 1). 
The distribution of response to the two indicators is displayed in Table 4.8. 
Table 4.8 Frequency Distribution of Self-Efficacy 
Indicators % N 
(I) WhetherAble to Control Lives 
Totally in Control 4.5 9 
Mostly in Control 42.0 84 
No Opinion / 
Mostly not in Control 47.5 95 
Totally not in Control 6.0 12 
Total 100.0 200 
(II) Whether Able to Live Normally Again 
Very Normal 8.5 17 
Quite Normal 42.0 84 
Quite Abnormal 37.5 75 
Very Abnormal 12.0 24 
Total 100.0 200 
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The result from Table 4.8 shows that 46.5% of respondents felt that they could 
totally or mostly control their lives and 50.5% held that they could live "very 
normally" or "quite normally" again. 
The scores of the two items are summed to form the scale of self-efficacy. 
Scores for this scale range from 2 to 8. The higher the score, the higher the level of 
self-efficacy of the treated addict. The scale has an alpha value of .73, which 
indicates quite a high degree of reliability as well as internal consistency of the two 
indicators. 
4.4 Method of Data Analysis 
Firstly, zero-order correlations between the independent and dependent 
variables will be computed. This bivariate analysis will offer a preliminary 
exploration of the impact of key predictor variables on the drug use level within the 
first three-year post-treatment period, as well as the association among the predictor 
variables. The hypothesized path model, as shown in Figure 2 (p. 50), depicts the 
direct and indirect linkages of variables. To investigate these causal relationships 
among the variables, path analysis will be employed as the major instrument of 
analysis in this thesis. 
While quantitative analysis is the main method of data analysis in this study, 
in-depth interview is also employed to collect qualitative data for the present study. 
Qualitative method has been widely used in drug addiction research (e.g. Anderson 
1993; Becker 1963; Biernacki 1986; Waldorf 1991). Information obtained from in-
depth interviews enables us to gain access to the experience and meanings in the 
treated addict's post-treatment pathway to recovery/non-recovery. Quantitative data 
and qualitative data are complementary to each other. 
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Ten cases of treated addicts were interviewed and analyzed. They included 
Ah Yau, Ah Ping, Ah Ching, Ah Keung，Ah Yiu，Ah Kam, Ah Man, Ah Wah, Ah Chi 
and Ah Lai. Seven of the ten informants were informally referred by Ah Yau, Ah 
Ping and Ah Ching. The ten informants were formerly heroin addicts. They all 
received their last treatment from SARDA. All of them completed SARDA's whole 
treatment programme (including the treatment in Shek Kwu Chau Treatment Centre 
and halfway house residence in the aftercare period) and were successful graduates. 
They are all ex-drug addicts and have successfully remained abstinent. 
With the aid of a semi-structured questionnaire, information about socio-
demographic information, treatment experience, family relationship, social life and 
psychological condition before and after the last treatment, and relapse experience 
was obtained. These qualitative data are mainly in the form of retrospective 
accounts of past biographical histories of the informants. The interview schedule is 
presented in Appendix I. The interviews were conducted from January to April, 
1999. These interviews lasted from an hour to one and a half hour. They were all 
recorded and transcribed. The socio-demographic profile of the ten informants is 




5.1 Quantitative Analysis 
5.1.1 Bivariate Analysis 
Our data analysis begins with examining the zero-order correlations among the 
independent variables and the dependent variable. Table 5.1 shows the correlation 
matrix of the variables. 
Table 5.1 Zero-Order Correlation Matrix of Variables Q^ = 200) 
X! X2 X3 X4 X5 Xg 
Xi 1.00 .055 -.130 -.159* .250** -.130 
X2 1.00 -.153* -.229** .261** -.456** 
X3 1.00 .271** -.364** .485** 
X4 1.00 -.405** .418** 




Xi Family Support 
X2Participati0n in Conventional Social Groups 
X3Re-ass0ciati0n with Drug-Using Peers 
X4 Perceived Public Discrimination 
X5 Self-Efficacy 
X^Level ofPost-Treatment Drug Use 
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The correlation matrix depicts that all the independent variables, except family 
support, are found to have significant relationships with level of post-treatment drug 
use. Re-association with drug-using peers yields the greatest influence on level of 
post-treatment drug use (r = .485), followed by participation in conventional social 
groups (r = -.456), self-efficacy (r = -.432) and perceived public discrimination (r 
=.418). Family support (r = -.130) is weakly and not significantly related to level of 
post-treatment drug use. These bivariate correlations show that the more the 
participation in conventional social groups, the less the re-association with drug-using 
peers, the less the perceived public discrimination and the more the self-efficacy, the 
lower the level of post-treatment drug use. Nonetheless, whatever the level of family 
support the treated addict has does not influence his level of post-treatment drug use. 
Besides being significantly correlated with level of post-treatment drug use, 
self-efficacy is found to have significant relationships with the other four independent 
variables. Whereas self-efficacy is positively and moderately related to family 
support (r = .250) and participation in conventional social groups (r = .261), it has 
negative and moderately strong correlation with re-association with drug-using peers 
(r = -.364) and with perceived public discrimination (r = -.405). Hence, the greater 
the family support, the more the participation in conventional social groups, the less 
the re-association with drug-using peers and the less the perceived public 
discrimination, the higher the level of self-efficacy of the treated client. 
Family support, participation in conventional social groups and re-association 
with drug-using peers yield significant relationships with perceived public 
discrimination. Family support and participation in conventional social groups are 
significantly and negatively related to perceived public discrimination, as indicated by 
r = -.159 and r 二 -.229 respectively. This reflects that a treated client who receives 
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more family support and participates in conventional social groups seems to perceive 
less public discrimination. On the other hand, a significant and positive correlation 
is found between re-association with drug-using peers and perceived public 
discrimination (r = .271). This shows that a treated client who re-associates with 
drug-using peers tends to perceive more public discrimination. 
Although family support is found to have a negative relationship with re-
association with drug-using peers (r = -.130), it is not significant in explaining 
whether the treated addict would associate with his drug-using peers again. Put 
another way, whether or not the treated addict receives family support is not likely to 
affect his re-association with drug-using peers. However, participation in 
conventional social groups is inversely and significantly related to re-association with 
drug-using peers (r = -.153). This finding indicates that a treated abuser who 
participates in conventional social groups tends to detach from drug-using peers. 
Lastly, although there is a positive correlation between family support and 
participation in conventional social groups (r = .055), the correlation is weak and non-
significant. 
The examination of bivariate relationships between pairs of variables is 
inadequate, as these zero-order correlations of variables are assessed without 
controlling for other independent variables. They are just the gross effects of certain 
independent variables on the dependent variable，and they may be spurious or 
distorted. Therefore, when placed in the context of causal sequences of the variables 
as shown in the path model (Figure 2) in Chapter 3，multiple linear regression can be 
adopted to evaluate the joint and relative (net) effects of independent variables upon 
dependent ones after controlling for other independent variables, as well as to 
determine whether the expected causal relationships between variables can hold. 
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The standardized partial regression coefficients (used as path coefficients) in the path 
model are used to demonstrate the causal effect between two variables when other 
independent variables are held constant. 
5.1.2 Path Analysis 
BriefOutline ofPathAnalysis 
Before presenting the path analytic results, the principles of path analysis are 
briefly outlined. Path model or linear causal model is viewed as one of the strategies 
used by sociologists for increasing the interaction between theory and research (Land 
1969). The main ideas of path model involve: (i) the construction of a simplified 
model of reality that considers only a limited number of variables and relations out of 
the universe of social reality; (ii) on the basis of past research and theory, the causal 
model is written as a set of structural equations that represent the causal processes 
assumed to operate among the measured variables; (iii) the structural equations, in 
turn, lead to parameter estimation procedures and evaluation of the model; (iv) the 
outcome of the empirical evaluation process is either the corroboration or 
reformulation of the causal model (Land 1969: 3-4). Path analysis is the procedure 
of evaluating the casual model, determining the relative effects and existence of 
various causal paths. With path analysis, direct, indirect and total causal effects of 
each of the variables can be estimated and compared with other variables. The 
multiple regression techniques are used to undertake the path analysis. 
As an illustration of the basic principles of path analysis, consider the 
following example in Figure 3. The variables are standardized and the causal 
relationships among variables are shown by the direction of arrows. 
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Figure 3 An Example ofPath Diagram 
Xi \ 63 
^ ^ 
P21 \ ^ + 
� X 3 




Path analysis models sequence of effects through a series of structural equations that 
are used to statistically estimate the existence and strength of direct paths of influence 
as well as additional indirect paths of influence: 
X2= P21 Xj + C2 
X3 = P31 Xi + P32 X2 + 63 
where P21 P31 andP32 are path coefficients; e2 and e3 are residual variables (error terms). 
fNote that these structural equations are in standardized form. Standardization 
forces the intercept into zero and so deviation form does not have an intercept.) 
Path coefficients can be estimated as partial regression coefficients, that is, 
betas (P) (the average unit change in the dependent variable associated with a unit 
change in the independent variable after controlling for other independent variables). 
More often, though, path coefficients are estimated as standardized partial regression 
coefficients, that is, standardized betas (b) (the average standard deviation change in 
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the dependent variable associated with a standard deviation change in the independent 
variable after controlling for other independent variables). 
P21 = P21 = b21 
P31 = P31=b31 
P32 ” Ps2" b32 
The paths running from e:, 63 to X2, X3 are residual paths. Since the residual 
variables represent all unobserved predictor variables on certain endogenous variables, 
a direct estimate for the (standardized) residual path coefficients from the observed 
data is not available. But the residual path coefficient can be obtained from a 
formula Vl - R^ , where R is the multiple correlation between the independent 
variables and the dependent variable. The residual path coefficient thus represents 
the proportion of the standard deviation, and its square represents the proportion of 
the variance of the endogenous variable left unexplained by the existing exogenous 
variables. 
Path Analytic Results 
According to the theoretical discussion in Chapter 3，the variables are 
hypothesized to be in a causal order as shown in Figure 2 (p. 50). The following 
path model (Figure 4) is the hypothesized path model with path coefficients 
annotated: 
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Figure 4 The Hypothesized Path Model with Path Coefficients Annotated 
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Xi Family Support 
X2 Participation in Conventional Social Groups 
X3 Re-association with Drug-Using Peers 
X4 Perceived Public Discrimination 
X5 Self-Efficacy 
Xg Level of Post-Treatment Drug Use 
The path coefficients P for the model displayed in Figure 4 are estimated as 
the standardized partial regression coefficients. The structural equations used for the 
estimation of the hypothesized path model in the present analysis are; 
- X, = P,1 Xi + P62 x^ + Pes X3 + P^ 4 X4 + P55 X5 + e, 
X5 = P51 Xj + P52 X2 + P53 X3 + P54 X4 + 65 
X4 二 ?4| X| + P42 X2 + P43 X3 + 64 
X3=P31 Xi + P32 X2+ 63 
fNote: All these structural equations are in standardized form.) 
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Table 5.2 gives the regression results. 
Table 5.2 Standardized Regression Coefficients and Other Results C^ = 200) 
Dependent Variables 
Xg X5 X4 X3 
Independent Variables 
Xi -.001 .166** -.119 -.122 
X2 -.322*** .151* -.188** -.146* 
X3 .329*** -.244*** .226*** — 
X4 .195*** -.278*** — — 
X5 -.149* — — — 
MultipleR .673 .531 .351 .195 
R2 .452 .282 .123 .038 
F 32.048*** 19.161*** 9.188*** 3.906* 
Note: All partial regression coefficients are presented as standardized betas. 
^p<.05 
**p< .01 
***p < .001 
X| Family Support 
X2Participati0n in Conventional Social Groups 
X3Re-ass0ciati0n with Drug-Using Peers 
X4 Perceived Public Discrimination 
X5Self-Eff1cacy 
Xg Level of Post-Treatment Drug Use 
As stated in the earlier part, the residual path coefficients can be estimated 
from the formula: 
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ey= Vl -R^Y(^i,^^3...^) 
where Cy is the residual path coefficient, R^ is the proportion of the variance explained 
by the independent variables, Y is the dependent variable, and Xj, X2，X3... X^ are the 
independent variables. The residual path coefficients for Cg, 65, 64 and 63 were 
estimated as follows: 
65 = Vl -R'X6(X1X2X3X4X5) = Vl -(.452) = .740 
e5 = Vl -R'X5(X1X2X3X4) =>fl-(.282) = .847 
e4 = Vl -R2X4(X1X2X3) = Vl-( .123) = .936 
e3 = Vl -R'X3(X1X2) =Vl -(.038) = .981 
After getting the regression results and the residual path coefficients, the 
complete and final path model showing significant causal paths is depicted in Figure 
5. 
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Figure 5 The Final Path Model 
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fNote: Only significant causal paths are shown.) 
The results can also be presented as follows with the standardized partial 
regression coefficients assuming their positions in the structural equations: 
X6 = (-.001) Xi+(-.322) X2 + ( .329) X3 + ( .195) X4 + (-.149) X5+ ( .740) e^  
X5 = ( .166) Xi + ( .151) X2+ (-.244) X3 + X,(-.278) + ( .847) 65 
I 
X4= (-.119)Xi + (-.188) X2+ ( .226) X3 + ( .936) 64 
>^ 3= (-.12¾ X,+ (-.146) X2+ ( .981) 63 
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Previous zero-order correlations indicate that all the independent variables, 
except family support, are significantly related to level of post-treatment drug use. 
These independent variables, previously found to have significant bivariate 
relationships with level of post-treatment drug use, remain significant when other 
variables are controlled through multiple linear regression. After controlling for 
other variables, there are paths running directly to level of post-treatment drug use 
only from participation in conventional social groups, re-association with drug-using 
peers, perceived public discrimination and self-efficacy. That is to say, these 
independent variables exert significant direct effects on level of post-treatment drug 
use. In terms of the strength of direct efFects, re-association with drug-using peers 
and participation in conventional social groups have the strongest ones. Re-
association with drug-using peers shows significant positive, moderately strong effect 
on level ofpost-treatment drug use (b = .329). As well, participation in conventional 
social groups has significant negative, moderately strong effect on level of post-
treatment drug use (b = -.322). Perceived public discrimination has significant direct, 
but slightly weaker, effect on level of post-treatment drug use (b = .195). Self-
efficacy also exerts direct, but rather weak, effect on level of post-treatment drug use 
(b = -.149). 
However, there are no paths running directly from family support to level of 
post-treatment drug use after controlling for other variables. Family support has no 
direct effect on level of post-treatment drug use, as indicated by its non-significant 
partial regression coefficients. 
Altogether the five predictor variables explain nearly half ofthe total variance 
of level of post-treatment drug use (45.2 per cent), which is quite impressive. To 
further examine and compare the efFects of the predictor variables on level of post-
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treatment drug use, direct, indirect and total causal effects of these variables need to 
be calculated. 
In path analysis, the total causal effect of a variable on another variable is the 
sum of the direct effect and the indirect effect. Indirect effect is estimated by 
multiplying the intervening effects among variables. 
Though not showing any direct effect on level of post-treatment drug use， 
family support does have an indirect effect on level of post-treatment drug use 
through self-efficacy. The indirect effect of family support on level of post-
treatment drug use is given by P65P51, which is -.025 [i.e., (-.149) ( .166) = -.025]. 
This indirect effect is very weak. With the absence of direct influence on level of 
post-treatment dmg use, the total effect of family support is manifested solely through 
the indirect effect. Hence, the total effect of family support on level of post-
treatment drug use is -.025. 
Participation in conventional social groups not only has direct effect on level 
of post-treatment drug use given by Pg2 (-.322), but it also exerts indirect effect. 
There are six paths running indirectly from participation in conventional social groups 
to level of post-treatment drug use. The indirect path first influences level of post-
treatment drug use through self-efficacy, as represented by Pg5 P52 The second 
indirect effect on level of post-treatment drug use is through perceived discrimination, 
as represented by Pg4 P42. The third indirect effect passes through perceived 
discrimination and then self-efficacy to affect level of post-treatment drug use, and is 
represented by Pgj P54 P42.. The fourth indirect path passes through re-association 
with drug-using peers and then perceived discrimination to afFect level of post-
treatment drug use, and is represented by Pg4 P43 P32. The fifth indirect path goes 
through re-association with drug-using peers and then self-efficacy to influence level 
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of post-treatment drug use, and is indicated by Pg5 P53 P32 The sixth indirect path 
goes through re-association with drug-using peers and then perceived discrimination, 
before passing through self-efficacy to influence level of post-treatment drug use, as 
given by Pg5 P54 P43 P32. The indirect effect of participation in conventional social 
groups on level of post-treatment drug use is the sum ofPgs P52, ?64 ^ 4i, 6^5 P54P42. ^ 64 
P43 P32, P65 P53 P32 and P65P54 P43 P32,which is -.079 [i.e., (-.149) (.151) + ( .195) (-.188) 
+ (-.149) (-.278) (-.188) + ( .195) ( .226) (-.146) + (-.149) (-.244) (-.146) + (-.149) 
(-.278) ( .226) (-.146) = -.079]. The total effect of participation in conventional 
social groups on level of post-treatment drug use is -.401 [i.e., (-.322) + (-.079)= 
-.401]. 
Apart from having direct effect on level of post-treatment drug use given by 
Pg3 ( .329), re-association with drug-using peers also imposes indirect influence on 
level of post-treatment drug use. The first indirect path goes through perceived 
discrimination and then to level of post-treatment drug use, and is given by Pg4 P43 
The second indirect path passes through self-efficacy and then to level of post-
treatment drug use, and is given by Pg5 P53. Re-association with drug-using peers 
also affects perceived discrimination, before passing through self-efficacy to influence 
level of post-treatment drug use, as represented by Pgs P54 P43 The indirect effect of 
re-association with drug-using peers on level of post-treatment drug use is the sum of 
P64P43,P65P53and ?65 Ps4 P43, which is .089 [i.e., ( .195) ( .226) + (-.149) (-.244) + 
(-.149) (-.278) ( .226) 二 .089]. The total effect of re-association with drug-using 
peers is .418 [i.e., ( .329) + ( .089) = .418]. 
Perceived discrimination has direct effect on level of post-treatment drug use, 
as represented by Pg4 (.195). The influence of perceived discrimination on level of 
post-treatment drug use is also mediated by self-efficacy. The indirect effect of 
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perceived discrimination on level of post-treatment drug use, therefore, is given by Pgs 
P54, which is .041 [i.e., (-.149) (-.278) = .041]. The total effect of perceived 
discrimination is the sum of Pg4 and F,, P54, which is .236 [i.e., ( .195) + ( .041) 
=.236]. 
Self-efficacy has direct effect on level of post-treatment drug use represented 
by ?65, giving a value of -.149. As there is no intervening variable between them， 
indirect effect is absent. Without indirect effect, the total effect of self-efficacy on 
level ofpost-treatment drug use is equal to -.149 that is manifested through the direct 
effect. 
The direct, indirect and total causal effects of the predictor variables on level 
of post-treatment drug use are summarized and shown in Table 5.3. 
Table 5.3 Causal Effects ofEach ofPredictor Variables on Level ofPost-Treatment 
Drug Use 
Predictor Bivariate Direct Indirect Total 
Variables Correlation Causal Causal Causal 
(Gross Effect) Effect Effect Effect 
Family Support 7 ^ 0 ^ 7 ^ 7 ^ 
Participation in Conventional -.456 -.322 -.079 -.401 
Social Groups 
Re-association with .485 .329 .089 .418 
Drug-Using Peers 
Perceived Public .418 .195 .041 .236 
Discrimination 
Self-Efficacy -.432 -.149 -.000 -.149 
As seen in Table 5.3, the variables which have the greatest total causal effect 
on level of post-treatment drug use are re-association with drug-using peers and 
81 
participation in conventional social groups. Of the total effect of re-association with 
drug-using peers ( .418), about 79 per cent ( .329) is direct effect and 21 per cent 
( .089) is indirect effect. The total effect of participation in conventional social 
groups (-.401) is as much as that of re-association with drug-using peers. Of the 
total effect of participation in conventional social groups ( .401)，80 per cent is direct 
effect (-.322) ； only 20 per cent (-.079) is indirect ones. 
The variables which are next to re-association with drug-using peers and 
participation in conventional social groups in the strength of total effect are perceived 
discrimination and self-efficacy (.236 and -.149 respectively). Nonetheless, their 
total effect on level of post-treatment drug use are much weaker. Of the total effect 
of perceived discrimination ( .236), 83 percent ( .195) is direct effect and 17 percent 
( .041) is indirect effect. Whereas perceived discrimination has both direct and 
indirect effects，self-efficacy has only direct effect (-.149). 
Lastly, a note on the residual variables is made. As already mentioned earlier, 
the explanatory power of the five predictor variables is quite high as approximately 
half of the variance of level of post-treatment drug use (45.2 per cent) is accounted by 
these variables. So 54.8 per cent [(1 - .452) x 100] of the variance of post-treatment 
drug use level remains unexplained in the model. In other words, the residual 
variable Cg accounts for the 54.8 per cent unexplained variance of level of post-
treatment drug use. 
Family support, participation in conventional in social groups, re-association 
with drug-using peers and perceived public discrimination contribute to 28.2 per cent 
of the variance of self-efficacy. Among these four predictor variables, family 
support (b = .166)，participation in conventional social groups (b = .151), re-
association with drug-using peers (b = -.244) and perceived discrimination (b = -.278) 
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are significant in explaining self-efficacy. The residual variable 65 accounts for the 
71.8 per cent [(1 - .282) x 100] variance of self-efficacy that is not explained by the 
four exogenous variables. 
Totally 12.3 per cent of the variance of perceived discrimination is accounted 
by family support, participation in conventional social groups and re-association with 
drug-using peers. While family support (b = -.119) is not significant in the 
explanation of perceived discrimination, participation in conventional social groups (b 
=-.188) and re-association with drug-using peers (b = .226) are significant in 
explaining perceived discrimination as shown by their significant betas. The 
residual variable e4 contributes to the 87.7 per cent [(1 - .123) x 100] variance of 
perceived discrimination not explained in the model. 
Only very small amount of variance (3.8 per cent) of re-association with drug-
using peers is accounted by family support and participation in conventional social 
groups. However, family support (b = -.122) is not significant is explaining re-
association with drug-using peers. Only participation in conventional social groups 
(b = -.146) is significant in the explanation of re-association with drug-using peers. 
The residual variable 63 accounts for the remaining 96.2 per cent [(1 - .038) x 100] 
unexplained variance of re-association with drug-using peers. 
5.1.3 Verification of Hypotheses 
As specified in the analytical framework in Chapter 3, fourteen hypotheses are 
generated. After obtaining the path analytic results, eleven hypotheses are supported 
whereas three hypotheses are rejected. The supported and rejected hypotheses are 
stated as follows. 
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Supported Hypotheses 
I. The less the re-association with drug-using peers, the lower the level of post-
treatment dmg use. 
3. The more the participation in conventional social groups, the lower the level of 
post-treatment drug use. 
5. The more the participation in conventional social groups, the less the re-association 
with drug-using peers. 
6. The less the perceived public discrimination against drug addicts, the lower the 
level of post-treatment drug use. 
8. The more the participation in conventional social groups, the less the perceived 
public discrimination against drug addicts. 
9. The more the re-association with drug-using peers, the more the perceived public 
discrimination against drug addicts. 
10. The higher the level of self-efficacy, the lower the level of post-treatment drug 
use. 
II. The more the family support, the higher the level of self-efficacy. 
12. The more the participation in conventional social groups, the higher the level of 
self-efficacy. 
13. The less the re-association with drug-using peers, the higher the level of self-
efficacy. 
14. The less the perceived public discrimination against drug addicts, the higher the 
level of self-efficacy. 
Rejected Hypotheses 
2. The more the family support, the lower the level of post-treatment drug use. 
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4. The more the family support, the less the re-association with drug-using peers. 
7. The more the family support, the less the perceived public discrimination against 
drug addicts. 
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5.2 Qualitative Analysis 
Findings presented in the previous section have been quantitative in the nature. 
In order to enliven these quantitative findings and to acquire a more in-depth 
understanding of drug use behavior of treated addicts after treatment, qualitative data 
are useful. I now complement the quantitative data with the past experience of some 
treated heroin addicts who have successfully remained abstinent. 
Re-association with Drug-Using Peers. De-learning of Drug Use Behavior and Post-
Treatment Drug Use 
According to my analytical framework, it is proposed that to the treated addict, 
the successful maintenance of a normal life is hinged upon the dissociation from drug-
using peers (or "addictive dis-embeddedness" as I call it). Staying out of the drug 
use subculture can reduce negative social capital by achieving the de-learning of drug 
use behavior and avoiding the triggering ofF of former addictive human capital. In 
the quantitative analysis, among all the predictor variables, re-association with drug-
using peers exerts the strongest significant direct effect on level of post-treatment 
drug use. The hypothesis that the less the re-association with drug-using peers, the 
lower the level of post-treatment drug use is supported. The role of addictive dis-
embeddedness in decreasing negative social capital is also evident in the informants' 
descriptions of their past experience. 
As predicted earlier, cessation of drug use is not necessarily followed by the 
complete dissociation from drug-using peers, especially those who were the treated 
addict's best friends. For example, Ah Yiu indicated that some of his "brothers" 
liked to re-associate with their intimate addict peers. However, the danger was that 
they did not realize that the risk of re-using heroin would be increased by seeing their 
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intimate addict peers again: 
...Perhaps, they [brothers] may not believe that seeing them [addict 
friends] will easily cause them to use [drugs] again. They [brothers] 
say, “ It doesn't matter as I just chat and have tea with them [addict 
friends]. I don't believe it's so easy to take again." ... Sometimes, I 
tell them not to take this risk... But I don't know whether they believe 
or not. Because some brothers are really stubborn. They say， 
"Though I have quitted, I want to find my former very good [addict] 
friends for chatting." They [brothers] don't consider the outcome of 
seeing addict friends. 
Another informant, Ah Yau，told me that in his early recovery period, he contacted his 
addict friends, who knew each other since childhood but who were still taking drugs, 
to persuade them to quit: 
. . . I have some friends who had made contact with me since we were 
children. But they are still taking [drugs]. Sometimes I would find 
them and ask them, "Well, is it times up? Go to quit once you have 
taken enough." 
It is dangerous for the treated addicts to re-associate with drug-using peers. 
As I have argued earlier, despite the re-socialization of treated addicts with anti-drug 
values during treatment, their pro-drug orientations will not entirely disappear 
coterminous with the cessation of drug use. This is because former drug-using 
behavior had already been a learned behavior, and addictive human capital ~ pro-drug 
techniques and orientations so leamed -- had been built up through the association 
with drug-using peers in the past. For example, some informants pointed out that the 
orientation of taking drugs for shirking problems did not disappear following drug 
cessation. This distinguished treated addicts from normal non-drug using people 
who had not learned the drug use behavior: 
...We, drug-using people, had taken drugs so long in the past. Once 
we got emotional problems and can't resolve [them], we... would 
easily think of taking heroin for relaxation. (Ah Ping) 
We are people with drug-taking experience in the past. Whenever we 
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are unhappy, we will first think of heroin and will not think of other 
things. This is different from ordinary people who may go to have 
some [alcoholic] drinks or sing karaoke to relieve [unhappiness]. For 
they [normal people] haven't ever used heroin and so will never think 
of heroin. This is the difference between drug-using and non-drug 
using people. (Ah Wah) 
I had already taken it [heroin] for more than twenty years. I was very 
familiar with it. If I always see them [drug-using friends], they will 
have great influence on me. If I feel down or have emotional 
problems, I,m not sure whether I will not ask them to give me some 
[heroin] to take. Thus, I avoid and don't want to get together with 
former drug-using people. I won't get any problems if I don't face 
them. (Ah Kam) 
Furthermore, the informants emphasized that the period after being discharged 
from the treatment programme was a very vulnerable period for the treated addict. 
Associating with drug-using companions again subjects the treated addict to a great 
risk of re-using drugs. For instance. Ah Keung and Ah Lai described their 
vulnerability when seeing drug-using peers in the early phase of recovery: 
Soon after leaving the halfway house, if I saw them [drug-using 
friends], I was sure I would tremble. I didn't know whether I could 
support myself. I believed the probability of maintaining abstinence 
would be reduced •.. (Ah Keung) 
Soon after leaving the halfway house, ...when I saw former addict 
friends, I felt uncomfortable. Those addict friends would ask me to 
have a drink with them, or ask me for some money. It seemed that 
the devil was tempting me. I had thought of asking them, “ Uh, give 
me some [heroin] to use." (Ah Lai) 
The longer the time the treated addict interacts with his former addict companions, the 
more likely his former addictive human capital will be aroused by them, particularly 
in the early phase of the post-treatment period. The triggering off of former 
addictive human capital is conducive to drug resumption. This process can be 
captured in the following illustrations given by Ah Ching and Ah Yiu: 
Particularly in the early recovery period after being discharged from 
treatment, I don't know whether I would use again [when I associated 
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with addict friends]. Because I was still unstable. When you 
associated with them [addict friends], they could exert great influence. 
When you saw them, you would think about how comfortable they 
were; they didn't need to do jobs; they didn't need to worry anything 
[after using]. You might recall how comfortable you were in the past 
after using; you didn't need to think of anything... When you got 
together with them again and even if you didn't use immediately, you 
would use finally... (Ah Ching) 
I have stopped taking [heroin], but they [addict friends] are still using. 
Their chatting topics are around heroin, without other special topics. 
When I have quitted, I don't want to talk about it [heroin] any more. 
But if you talk with them too long, they will talk about that thing 
[heroin] again. Once your past things and feelings concerning heroin 
are aroused by them, you will unconsciously go with them. You will 
have tea and talk with them. If they go to use because of craving, and 
ask you to go with them, you will have a great chance to use again. 
This is because when you see them taking it [heroin], you may not be 
able to control yourself, especially in the early recovery period during 
which you are still unstable. (Ah Yiu) 
As the risk of triggering off former addictive human capital would be 
increased with prolonged exposure to drug-using peers, many informants told me that 
when they unavoidably came across their drug-using friends, the best approach was to 
minimize the time of interaction with them. Asked how they reacted to their addict 
friends when meeting them in the street, Ah Yiu and Ah Kam replied as follows: 
When I meet them [drug-using friends], I just say, "Hi. How are you 
getting on? Fve stopped using. I am in a hurry. I have to go 
now." I would not have more than a few words with them. The 
longer I talk with them, the greater the chance they could make me use 
again. (Ah Yiu) 
I f I eventually meet them [drug-using friends], I would just say "hi" to 
them. I don't want to talk with them for too long... I would find an 
excuse and then say, “I am busy. Bye. We may have tea together 
some days later." I would leave as quickly as possible. (Ah Kam) 
In order to completely remove themselves from addict peers, especially during 
the first three or four years after treatment, most informants told me that they did not 
return to their former living places, which were usually their old drug-using places 
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and the contact points with drug-using peers. They typically rented a flat in other 
locations away from their former drug-using places and lived with recovered or 
recovering addicts who could also provide strong support to each other in their 
starting of a new life. Even after they lived with their family members again, the 
whole family would move their homes to another address. Up till now, they still 
avoid to go back to their former living places. Realizing the need to detach from 
drug-using peers, Ah Yiu captured the necessity ofliving in a new place: 
I have moved to another place to live. This [new living] environment 
is different from the [old] familiar environment. I will not meet those 
[drug-using] people easily... This prevents me from thinking about 
which corner [of the former drug-using places] I had used heroin in the 
past. This also prevents me from thinking about those past things 
related to it [heroin]. (Ah Yiu) 
Hence, for the treated addict, addictive dis-embeddedness is the key to achieve the de-
learning of drug use behavior after treatment. When asked why they intentionally 
avoided the association with their drug-using peers, Ah Chi and Ah Yau replied: 
This is not worth it. We keep them [drug-using friends] at a distance. 
There should be a wall between drug-using and non-drug using people. 
I don't use it [drug] now. Thus, I don't want to talk with them [drug-
using peers], unless I use it and go along with them. (Ah Chi) 
When I see them [drug-using friends], I have nothing to say. But they 
will talk about heroin, who was arrested, where heroin is cheap, and 
where heroin is expensive. But I don't want to listen to these things 
any more. So I don't want to contact them. (Ah Yau) 
In sum, the informants' experience further support and illustrate the 
importance of addictive dis-embeddedness in reducing negative social capital -- to 
de-learn the drug use behavior and to avoid triggering off former addictive human 
capital. 
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Family Support Positive Social Capital and Post-Treatment Drug Use 
As proposed in the analytical framework, the family is predicted to produce 
positive social capital in the form of informal social control that can facilitate the 
treated addict's maintenance of de-addicted lives. Nevertheless, such expectation is 
not borne out in the present quantitative findings. Family support is found to have 
no significant and direct effect on the level of post-treatment drug use of the treated 
addict. Hence, the hypothesis that the more the family support, the lower the level of 
post-treatment drug use is not supported. Even in terms of the indirect efFect, family 
support can only exert a very weak indirect effect on level of post-treatment drug use 
via self-efficacy. Among all the predictor variables, family support has the smallest 
total causal effect on level of post-treatment drug use. Why is family support not 
able to significantly and strongly affect the drug use level of the treated addict in the 
first three-year post-treatment period? 
The experience of the informants I interviewed can provide further insights on 
why the family cannot carry out its expected function, especially during the initial 
phase of recovery. This has to do with the uncertain nature of family support in the 
transitional stage of early recovery period. 
When the heroin user's drug taking behavior is first discovered by family 
members, his/her relationship with them does not get worse quickly. In spite oftheir 
sadness, his/her family members are still supportive at the beginning, persuading and 
helping himy^ her to seek treatment service and to quit drugs. However, the goal of 
enduring abstinence and a normal life may not be easily or quickly attained by most 
drug addicts just after one or two treatments. Many addicts have to go through the 
cycle of repeated treatments, quitting and relapse in their long and winding recovery 
journey. In the follow-up study of former SARDA clients，the mean number of 
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previous treatments of the 200 respondents is 8.7. As to the ten informants I 
interviewed, the number of previous treatments ranges from 2 to 16. The reaction of 
family members towards the treated addict who has repeatedly gone through the 
revolving door of treatment programmes may be diluted in the course of time. 
Sooner or later, the confidence of family members on the treated addict may disappear. 
Their tolerance of his/her persistent cycle of quitting and relapse diminishes, and they 
may become indifferent. The time will come when conventional ties with family 
members are mostly broken. Ah Keung and Ah Yiu described how their family 
relationships were ruined by their repeated relapse: 
After I took heroin, I married. I had once quitted and stopped using, 
but later I took it again. Afterwards I had been found guilty of an 
offence for two times. So I was imprisoned and had entered the 
treatment centre of the Correctional Services Department twice. 
However, I failed to quit and fell back into drugs after discharge from 
the treatment centre in both times. My wife couldn't forgive me and 
endure further. I wanted to start all over again with our family, but I 
couldn't because she, together with my son and my daughter, left me. 
Up till now, I couldn't find them. (Ah Keung) 
I started taking drugs in 1970. After four years，they [family 
members] discovered my drug-taking behavior. Initially，they always 
actively persuaded me to quit [dmgs]. They had also taken me to 
Mainland China to quit, but I lefl quickly and came back there. I 
quitted time and time again but failed. Repeated failure made them 
feel disappointed and thought that “I didn't have any intention to quit". 
They began to not care about me. Their reaction to me became cool. 
For instance, when I asked them to help me buy something, they didn't 
give me any response. After eight years, they gave up persuading me 
anymore because I failed to quit after many years of their persuasion. 
(Ah Yiu) 
Ah Lai's experience pointed to the case that even if the treated addict still lived with 
family members, he was just at, but not of, his home. After Ah Lai received the 
second drug treatment, his family members brought him to Britain, hoping that he 
would start a new life in a new place away from Hong Kong. Unfortunately, after 
three years of desistance, Ah Lai got hooked to drugs again in Britain because of 
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loneliness, easy availability and better quality of heroin. Hostility flared with his 
repeated resumption of drugs after returning to Hong Kong from Britain: 
Interviewer: What was the response of your family members when 
they knew you took drugs again in Britain? 
Ah Lai: ...Since I came back to Hong Kong from Britain, they 
neglected me. Then I was arrested for drug possession and 
was imprisoned. But I used again after I only remained 
cessation for not more than one month upon discharge. 
Several years later, I was arrested again because of buying 
drugs. Since leaving [Correctional Services Department] 
treatment centre between 1989 and 1990, ... I relied on my girl 
friend to support [my addiction] or I did some illegal things like 
selling pirated CD and working in illegal gambling den. 
Interviewer: When your family members knew that you quitted 
and then resorted to drugs again and again, what was 
their response? 
Ah Lai: Really resentful. My younger brother had once asked me to 
have tea with him. He scolded me loudly "What's wrong with 
you since returning from Britain? Don't bring any trouble 
back to our home!" At that time, they [family members] didn't 
inform the wedding of my two younger sisters and didn't invite 
me to their wedding banquets... They all deserted me. They 
treated me like a non- existent person. 
It is natural to think that a treated addict who has quitted using drugs would be 
accepted by his/her family. However, this may not be the case in the early recovery 
period, especially during the first few years after treatment. Amidst the early phase 
of recovery, family members would welcome the de-addiction of the treated addict 
but they would look at it with reservation, uncertainty and skepticism. Ah Chi who 
was just discharged from SARDA's programme last year and who, up till the time of 
interview, has remained drug free for almost a year, quoted his two elder brothers' 
presumption that he would fall back to drugs again in the course of this year's 
recovery: 
My family members are happy to see that I have discontinued drug use 
for one year.. • My wife is happy, too. But my two elder brothers tell 
my two sons that I have quitted many times before, and that even 
though I have quitted this time, I may not succeed. They presuppose 
that Fm bound to use it again at last. 
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Ah Chi further described his mother's skepticism towards his behavior: 
After receiving the previous treatment, I stopped using for several 
months. When I went to toilet too long, my mother quickly went to 
toilet to see me whether I was using [heroin]. She was suspicious of 
me. When I went out at night, she thought I got together with those 
[addict] friends again. Sometimes, she scolded me. As she 
repeatedly did so, I was resentful. I really didn't use, but she said that 
I had used. I was annoyed [with my mother]. 
Ah Kam and Ah Yiu, who have achieved four and five years of continued 
abstinence, respectively, also portrayed the element of distrust in family relationship 
towards their cessation during the first two years of recovery (after the completion of 
SARDA's programme). Nonetheless, after the first two years of recovery, there was 
a change in the attitude of family members towards Ah Kam and Ah Yiu, and the 
distrust began to fade: 
At first, they [family members] would come up and say, "Well, it's 
good. You quit [drugs]” But this was acceptance in the surface only. 
They saw me with suspicion. They were still not sure whether I could 
really quit this time...because I had received so many treatments and 
quitted so many times before... After I left the halfway house 
[SARDA halfway house residence], I informed them that I had already 
left the halfway house and lived with other brothers [treated addicts in 
recovery]. At that period, they were waiting to see whether I could 
change and whether I could become better when living with other 
brothers. Afterwards, they realized that I really intended to change. 
They started to change their attitude towards me, too. They began to 
give me phone calls, asking me to go back home to have dinners. 
They would call me whenever they had gatherings... The first two 
years [after treatment] was the time for me to give confidence to family 
members as well as for family members to adapt to me gradually. (Ah 
Kam) 
In the initial period after discharge from the halfway house, it was not 
that they did not accept me at all, but they didn't have too much 
confidence in me. You know, they [family members] had always 
asked me to quit in the past but I couldn't. After two years, that is, 
after I married, they could see that I had stopped using for two years. 
I did change. It took them two years to restore confidence... Their 
distrust towards my attitude and behavior disappeared. Now, they 
warmly accept me and give me a lot of support. (Ah Yiu) 
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An important point here is that the mood of family members in the "early 
phase of recovery" is at a "wait and see" stage. At this stage, the support from 
family is not so definite. Even if family members show signs of acceptance, such as 
willing to listen to his/her problems and feelings, the treated addict may still perceive 
that such acceptance may be artificial or half-hearted. The strength of support may 
be undermined by the suspicion of family members. He/she knows very clearly that 
the family needs time to develop confidence in himy'her. Hence, full-fledged and 
genuine family support, a necessity for the family's function of re-building positive 
social capital for the treated addict, would not take place until a later time in the 
recovery period. 
Participation in Conventional Social Groups. Social Control Re-learning ofNormal 
Behavior and Post-Treatment Drug Use 
In the previous theoretical discussion, it is proposed that to the treated addict, 
participation in conventional social groups can foster the rebuilding of supportive peer 
network and pro-social re-embeddedness. Re-embeddedness in conventional peer 
ties can in turn enhance positive social capital ~ in the form of social control, pro-
social tutelage and re-learning of non-addictive behavior -- for starting and 
maintaining a normal life. As revealed by the quantitative findings, participation in 
conventional social groups exerts the second largest significant direct effect on level 
of post-treatment drug use. The hypothesis that the more the participation in 
conventional social groups, the lower the level of post-treatment drug use is supported. 
The qualitative data also echo the quantitative results. 
In the life of an addict, the conventional social network is almost or totally lost. 
If after treatment, the treated addict tries to re-integrate into the mainstream society, 
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prosocial re-embeddedness in networks other than the family is essential for the 
building of more positive social capital. The past experience of the informants I 
mentioned earlier has illustrated the delay of full-fledged family support (without 
skepticism) in the early recovery period. Family may not be the first line of support 
for the treated addict immediately after leaving treatment. Community-based social 
network in the form of peer ties therefore turns out to be a significant source of 
positive social capital in the early phase of the post-treatment period. 
According to the quantitative data, among the 200 respondents, 33 of them had 
joined conventional social groups. Among this group of respondents, most of them 
(21 respondents) had joined the self-help groups, for instance, Pui Hong Self-Help 
Association (PHSHA) and Caritas Lok Heep Club. With reference to the qualitative 
data, all the ten informants in this study have also joined the Pui Hong Self-Help 
Association. This association, established in 1967, aims to offer a network of mutual 
support for former drug abusers and help them reintegrate into the society following 
treatment. Every year, this association organizes many activities for the ex-abusers 
such as Christmas Party, barbecue, boat trips, football matches and interest groups. 
It also mobilizes their members to organize or participate in a variety of community 
activities, such as the Walk-for-Millions, out-reaching work for promoting HIV/AK)S 
awareness and picking up abandoned syringes, and doing peer counseling work for 
the patients in the Shek Kwu Chau Treatment Centre (Cheung and Ch'ien 1997; 
PHSHA 1998). Participation in self-help groups is useful in helping the treated 
addict to gain access to a social network of recovering addicts, ex-addicts and other 
normal peers (e.g., volunteer workers). 
When the treated addict returns to the community after being discharged from 
a treatment programme, he may not know how to face and interact with normal people 
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in the community. One informant, Ah Ching, noted that it would be easier to 
develop normal friendships with ex-addicts first: 
If you don't have those "brothers" [ex-addicts] to support you and you 
are alone, you are very passive in making friends with other people. 
You are cautious, and will not talk to people so easily, because you are 
afraid of speaking the wrong things and letting other people know your 
past experience [drug use]. But when I was living in the halfway 
house, I could make contact with former addicts. After discharge 
from the halfway house, I can make contact with another group of 
former addicts in Pui Hong. The people I lived [before I returned 
home] with were also former addicts. We understand each other and 
have resonance as we have common experience. This doesn't mean 
that I can't make contact with other normal friends outside [in the 
conventional society]. But when compared with my "brothers", to 
associate with outside friends may need more time. 
Moreover, as normal people do not have addiction experience, they cannot 
easily understand the treated addict's past experience and his inner world. For 
instance, Ah Man said that the temptation of drug re-use always haunted him, 
especially during the early recovery period, but other people, including family 
members, might not understand，not to mention coming to help: 
Because we, brothers, are people with common experience. 
Whenever you have bad ideas, we can know and observe... Sometimes 
we have some bad ideas, “I suddenly want to take heroin." If I talk 
[this idea] to my family members, they don't understand why I would 
think like this. They would just say, "It's okay as you actually stop 
taking [drugs] now. You know relapse is a dead-end road, right? 
Don't think of it any more." But it's not enough for us to just give up 
thinking; we have to solve the problem why we would suddenly have 
such bad idea... Particularly in the initial period, most brothers have 
such experience. If you don't get any people to help you solve this 
problem [bad idea], you would easily go back to the former [addict] 
road. So we need brothers to talk about such thing. We can express 
what we think to them. 
Ah Yiu also expressed a similar view: 
Family members are rather different [from brothers]... Sometimes 
even when I talk about my problems to them [family members], they 
may not understand my inner thought because they do not have my 
former experience. They help me solve the problems only by using 
the solutions that will be used by normal people... 
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To the treated addicts, other members of the self-help group (ex-addicts) 
whom they call "brothers" constitute their major peer networks. Common adversity 
in the past is the social glue that links "brothers" together. Besides participating in 
activities organized by the self-help group, the treated addicts spend their leisure time 
with their brothers. They go to the cinema, sing Karaoke, play mahjong and have tea 
together. Some informants explained that brothers with shared experience 
understood each other well, and thus were more communicable among them: 
They [brothers] know who I am; I know who they are. We are people 
with common experience. We don't need to avoid each other (Ah 
Ching) 
We [brothers] are people with common experience. We gather to talk 
and play together. We are more communicable. We can talk with 
each other comfortably. As some brothers' family members often rail 
at them [brothers], some brothers may not be able to communicate with 
them [family members] But we [brothers] can communicate easily 
with each other and so our relationship is very good. (Ah Ping) 
Hence, it appears that participation in such self-help groups -- I call them 
“quasi-conventional social groups” — is an important means for the treated addicts to 
make contact and develop a network with ex-addicts. These quasi-conventional 
social groups mainly consist of ex-addict members with common past drug-abuse 
experience and a motivation to lead a drug-free, normal life. Such groups are only 
"quasi-conventional" because they are quite secluded from mainstream society. 
However, because members of these groups are making efforts to maintain a drug-free 
life, there can be an effective stepping stone for the treated addicts to gradually re-
integrate into the community. Embeddedness in the network through participation in 
these groups helps to build positive social capital that can be drawn by the treated 
addicts to start and keep a normal life. First and foremost, such positive social 
capital is in the form of informal social control. In PHSHA, all the members are ex-
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addicts or recovering addicts. Their common former experience facilitates 
understanding and support. Their shared goal of continued abstinence becomes the 
basis for mutual monitoring and reinforcement in their pursuit of a drug-free life. 
This is well illustrated by the following words of the informants: 
We can help each other. No one in this [non-addict] circle use it 
[drugs]. You have no excuse or reason to use it again. We are 
competing with each other in perseverance. When you [brothers: 
have abstained for a year, I have to abstain at least for a year. We 
[brothers] continue to maintain abstinence together... (Ah Chi) 
. . . I f you can always keep the association [Pui Hong Self-Help 
Association] in touch, they [brothers in this association] will definitely 
tell you that you can't use [drugs] again. If you use again, you can't 
contact this association and lose the friendship [with brothers]. That's 
why you will keep abstinence... When you get together with brothers, 
we are mirrors for each other. We can give reflection to each other. 
We keep the eyes on each other. If one [of our brothers] is likely to 
backslide or relapse, we can feel and know, and we will keep away 
from him. Even if in other social occasions outside the association, 
we together have an implicit identity [of abstainer], and we are under 
surveillance. (Ah Keung) 
The building of peer network in the society generates an interdependent system of 
restraint and obligation that can help the treated addicts to resist drifting into the past 
drug-using lifestyle. Re-use of drugs would incur a heavy cost of losing the newly 
established conventional peer network. This point is clearly made by Ah Keung: 
I can make contact with more non-drug using friends and abstinent 
"brothers". I f I just rely on myself, it is rather difficult to maintain 
abstinence... If you can always keep in touch with this association [Pui 
Hong], brothers will definitely tell you that you can't use again. If 
you use again, you can't contact the association any more and can't 
continue to own those [non-drug using and ex-addict] friends. That's 
why you will continue to keep abstinence. 
On the other hand, immediately after leaving the treatment setting, the treated 
addict would still be unable to adapt to a normal life, one that is free of any elements 
of drug addiction. This is because drug addiction had already become a normative 
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adaptation system of learned behavior for the treated addict in the past. Ah Lai and 
Ah Keung, for example, described some problems they had faced in starting a normal 
life upon discharge from treatment: 
As to the social life, I still had some resentment. I didn't dare to open 
myself. I still felt ashamed. I didn't dare to associate with [normal] 
people; I didn't dare to talk with people. I was afraid whether they 
would accept me; whether they would resist me. (Ah Lai) 
...during treatment, I tried to understand what the counsellor taught me. 
He [the counselor] taught me how to do things and how to walk [on the 
recovery road]. I really listened to him. But when I returned [to the 
society] and had to walk [on the recovery road] practically, I felt 
difficult... There were differences between a drug-using life and a 
non-drug using life. I had to live normally when I stopped using. 
When I stopped using, I had to live like ordinary people. Ordinary 
people also had annoyance. In the past, taking [drugs] was a way to 
escape from problems and responsibilities, and to forget about 
everything. But when I stopped taking, I had new problems and 
challenges every day. I had to solve them. I had to, like normal 
people, know how to handle those problems. I had to try to accept the 
fact that in real life, everyone had to accept some new things. (Ah 
Keung) 
Hence, to adapt to a conventional way of life, the re-learning of normal 
behavior (formerly regarded as abnormal) is necessary. In addition to exerting 
social control, involvement in conventional peer network encloses the treated addict 
within pro-social tutelage relationships in which he/she can practically re-learn 
normal behavior. In the way, the treated addict acquires conventional human capital 
including attitudes, skills and knowledge needed in adjusting to a normal way of live. 
Consider Ah Lai's account of the re-learning of social skills through association with 
ex-addicts: 
"Brothers" have various good qualities. In the past, when I had 
addictive behavior, I didn't dare to open up myself. But now as they 
[brothers] don't look down on me, why do I look down on myself? 
From them, I can learn how to interact with people; how to 
communicate [with people]; how to open up myself; how to continue 
to comply to rules, how to play... 
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Ah Keung and Ah Wah also reported that association with "brothers" helped them to 
learn socially accepted behavior and problem-solving skills: 
[Learning] from those successful brothers, I can improve myself. My 
former speaking tone and attitude can't be used in this society... I 
need to learn manners that an ordinary person should have. The more 
association with good brothers, the more I can know how to maintain 
good [pro-social] values. (Ah Keung) 
We [brothers] are absorbing experience from each other. For 
example, if he [a brother] has experienced such situation but I haven't, 
he would explain to you, telling you what you should do. I can 
absorb his experience so that when I come across such situation, I 
know how to do. But... I [of course] don't mean that I have to try to 
experience their [brothers'] situations every time. I think I can take 
precautions [against these situations], I can learn from their 
[brothers'] experience... (Ah Wah) 
Apart from the opportunity to re-learn normal behavior from ex-addicts, participation 
in the activities organized by self-help groups also offers another pro-social tutelage 
channel from other members in the group such as social workers and volunteer 
workers. Ah Lai added that he learnt more proper manners from volunteer workers, 
during the participation in social activities: 
I learnt a lot. As to our manners, you know, we were drug addicts in 
the past. We did not receive much education. After we took heroin, 
we became rude... and vulgar. We always spoke foul language. We 
didn't mind our manners. But now we can learn how we should mind 
our behavior and manners from those volunteer workers. We are 
more alert in speaking less foul language and behaving naturally, so as 
to let other people feel more comfortable to associate with us. 
The forgoing accounts give evidence to the importance of participation, for 
example, in quasi-conventional social groups (self-help groups) as a way to facilitate 
pro-social re-embeddedness. Such embeddedness fosters the acquisition and 
accumulation of positive social capital (in the form of social control，pro-social 
tutelage and re-learning) and conventional human capital that are conducive to the 
treated addict's maintenance of a conventional life. 
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Addict Network as a Dissonant Context 
It was originally anticipated that pro-social re-embeddedness in family and 
conventional peer network can lead to the moving away from drug-using peers and to 
the decreasing level of addictive embeddedness. Family support and participation in 
conventional social groups are thus postulated to have negative effects on re-
association with drug-using peers. In the quantitative analysis, participation in 
conventional social groups is found to have a significant relationship with re-
association with drug-using peers after treatment, but family support is not. 
Such finding is consistent with previous overseas research which pointed out 
that treated users were likely to curtail interactions with drug users when conventional 
peer ties were developed (Hawkins 1979; Hawkins and Fraser 1987). Our 
qualitative data further elaborate on how pro-social re-embeddedness in conventional 
peer network can lead to the reduction in addictive embeddedness. 
The informants I interviewed said that the family could not compensate for a 
void of conventional peers in their lives. They still needed the social life outside the 
family. It was difficult for them to detach from addict peers without the support of 
conventional peers. Thus, family support may not significantly affect whether or not 
the treated addict would dissociate from drug-using peers. Compared with family 
support, the availability of conventional peers plays a more significant role in moving 
the treated addict away from drug-using peers. 
Gaining access to the network of ex-abusers and normal peers through 
participation in social groups such as self-help groups can help the treated addict 
rebuild the conventional peer network. As pointed out in the analytical framework, 
when the treated addict's positive social capital grows due to increasing pro-social re-
embeddedness, he/she may experience dissonance if he/she is re-involved with the 
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addicts' social circle. In other words, the conventional network becomes a non-
dissonant context that entails the greatest benefits and low cost, whereas the addict 
network becomes a dissonant context that entails few benefits and high cost. 
Embeddedness in conventional network is much more rewarding than embeddedness 
in addict network. For instance, some informants, Ah Ching, Ah Keung and Ah 
Kam, also noted that it was more rewarding to associate with conventional peers than 
with addict peers. 
...we, brothers, share the same goal and the same direction [towards 
abstinence]. Even when we haven't seen each other for a long time， 
we will still greet each other. But when I was still taking [heroin] in 
the past and when I met those drug-using friends, those greetings were 
hypocritical. Sometimes, I would say a few words with them only 
when they owed me money... But now, when I meet brothers or 
other [normal] friends, the care and the greetings are from the bottom 
of our heart. (Ah Ching) 
After I have stopped using, I am treated differently by other [normal] 
people. During addiction, those drug users were very selfish and 
profit-oriented. They placed the "interest" on their top priority. But 
when I abstain now, the friendship with non-drug taking friends is 
sincere friendship. Such friendship makes me happy. I can have so 
much fun when I've stopped using. (Ah Keung) 
I try hard to tell myself not to go back to the former drug-using place to 
see those drug-using friends, because my conversation topic has 
changed. In the past I would talk about where it [heroin] was of good 
quality, but I don't need heroin anymore now. So why do I need to 
associate with them [drug-using friends]? Even though I need 
somebody to go with me, why don't I find my some [normal] friends 
who can go to every place with me? I don't need to go with drug-
using friends who have to take [heroin] for two hours after talking for a 
while. That's meaningless. Moreover, it's useless to see the old 
ones [addict friends], since my interest is different from theirs now. 
Fm wary of seeing them [addict friends] again. I'm tired of my 
former [addiction] life. I have a new life now. I don't need to find 
them [drug-using friends]. I will not associate with therrL.. unless 
they quit, and unless they and I are together maintaining abstinence. 
(Ah Kam) 
To sum up, my research gives support to the notion of dissonant context. 
With the establishment of a conventional network, the treated addict no longer needs 
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to return to addict peers for support. He becomes less embedded in the dissonant 
addict network. Pro-social re-embeddedness in peer network can thus lead to the 
reduction in addictive embeddedness. 
FMcacy Information. Self-Kmcacy and Post-Treatment Drug Use 
In the quantitative analysis, self-efficacy is found to have significant direct 
effect on level ofpost-treatment drug use of the treated addict, though its direct effect 
is weaker than those of re-association with drug-using peers, participation in 
conventional social groups and perceived public discrimination. The role of self-
efficacy in affecting post-treatment drug use behavior of the treated addict is also 
supported by our qualitative data. For the treated addict, self-efficacy -- competence, 
confidence and belief in one's ability to master actions ~ plays an important role in 
the coping ofhigh-risk situations. For example, Ah Ching illustrated the importance 
of self-efficacy in strengthening the mechanism for coping in front of other drug 
users: 
A few years ago, one of my drug-using friends died. I went to the 
funeral parlor. In the rest room of the funeral parlor, there were 
twenty to thirty people taking it [drugs]. When I saw them, I was 
confident that I just had a look on them and wouldn't take it. I f I took 
it together with them, I would be ashamed to see my family and my 
"brothers"... I just sat in the funeral parlor and talked with several 
"brothers" until mid-night. (Ah Ching) 
On the other hand, the quantitative findings show that family support， 
participation in conventional social groups and re-association with drug-using peers 
have significant relationships with self-efficacy. The qualitative findings also 
provide examples on how family support, participation in conventional social groups 
and re-association with drug-using peers influence the treated addict's self-efficacy 
through the provision of efficacy information. 
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As anticipated earlier, pro-social re-embeddedness in family and in 
conventional peer networks enriches positive social capital in the form of the 
transmission of "positive efficacy information" ~ conventional human capital ~ 
concerning the maintenance of a normal life. The increase of positive efficacy 
information boosts self-efficacy. This argument is also supported by the qualitative 
data. For example, Ah Lai spoke about his experience of facing aversive situations 
that threatened his recovery career. His frustration in work had once debilitated his 
efforts of striving for a normal way of life. However, his family members and ex-
addicts stood by him, strengthening his confidence to traverse his problems. The 
role offamily members and ex-addict peers in providing positive efficacy information 
can be seen in Ah Lai's description of two instances: 
I had once worked in the Hongkong Hotel. Before the coming of 
Lunar New Year, I couldn't receive my salary because the foreman got 
my salary and other workers' salary and fled away. I was very down 
at that time. I always went to the bars to drink. You know, it was 
easy to get it [drugs] with night lives. I had thought, “ Why don't I go 
back [to my former addict road]? I've worked so hard but I get 
nothing." But luckily, my brothers supported me and told me not to 
think too much. They helped me find a job. Later, I forgot this 
instance gradually. 
The following quotation is another instance mentioned by Ah Lai: 
Interviewer: Have you ever experienced any situations that may create 
a high risk for you to take heroin again? 
Ah Lai: When I was dismissed by that [clothes-making] company, I 
thought why is it that even though I've done so well, but I still 
couldn't continue to do the job. At that time，I didn't know 
that I was suddenly dismissed because the factory in Hongkong 
had to move to Korea. I just thought, “As I did so well, why 
did the company suddenly dismiss me? Fve done so well, but 
what did I get?" ...Then I told my situation to my brothers. 
They gave me comments, just by saying few words, "It's not 
your fault. You've done nothing wrong. You should not 
think about those things. You should open up yourself and 
continue to think about your future so that you will not be so 
depressed." 
Interviewer: Could you tell me more about how your brothers or 
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family members had helped you at that time? 
Ah Lai: I was in distress and very upset. But my family，friends 
[brothers] and counsellors supported me, telling me, "Don't 
give up. What you need to do now is to keep on walking on 
this [recovery] road." My family could temporarily support 
my living, telling me that it didn't matter i f I couldn't find ajob 
temporarily. Besides, my friends [brothers] encouraged me 
and helped me find jobs. 
As exemplified by Ah Lai, embeddedness in supportive conventional ties 
raises the treated addict's self-efficacy to cope with high-risk situations through the 
provision of positive efficacy information. Furthermore, to the treated addict, 
normal peers and ex-addicts who had common past experience can also supply live 
and symbolic models ~ positive efficacy information -- that boost efficacy 
expectation of being a normal person. Here below are the descriptions by Ah Chi 
and Ah Kam: 
Seeing them [brothers] maintaining abstinence, seeing them remaining 
sober for so many years and always working voluntarily in the centre 
[one ofthe district social centres of SARDA], I hope I can learn from 
their role models and always come to the centre to do some voluntary 
work. (Ah Chi) 
Interviewer: Can you make contact with normal friends during 
participation of activities organized by Pui Hong? 
Ah Kam: Yes. For example, volunteer workers. 
Interviewer: Can involvement in such normal social circle help you 
strengthen the confidence ofliving normally again? 
Ah Kam: Yes. These ordinary people can do [having a normal life]. 
Why can't I? I need to have confidence to do that.. • I f I 
often isolate myself, I would only get together with drug-
using friends and enclose myself in that [addicts'] circle. 
So now I need to walk forward step by step, gradually, to 
know more new friends. I hope this is helpful to me. 
However, if the treated addict is embedded in addict network again, addict 
peers would offer negative social capital in the form of transmitting "negative efficacy 
information" counteractive to the maintenance of a drug-free life. For example, Ah 
Chi described what the addict peers said to him when he met them: 
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They [addict friends] will say, "It has been a long time I haven't seen 
you." So I tell them that I have gone to Shek Kwu Chau [SARDA's 
treatment centre]. When they know I have stopped using [drugs] for a 
period oftime, they will ask me, “ Well, you haven't taken [drugs] for 
so long! Just for fun! It doesn't matter to use [drugs] once. (Ah 
Chi) 
As Ah Ping also pointed out, particularly when the treated addict was in a state of 
emotional instability, the ability to resist the negative efficacy information would be 
greatly reduced, militating his ability to refuse drug use: 
They [addict friends] will ask you to pool money together to buy it 
[drugs]. They will tempt you to take it... When you are in distress, 
when you don't get ajob, or when you have fallen out with your family 
members, their [addicts'] temptation will lead you to use again. This 
is the case of many brothers [who use drugs again]. 
Conclusively speaking, both quantitative and qualitative data suggest that self-
efficacy is useful for the treated addict to initiate efforts to sustain abstinence 
especially in high-risk situations. The treated addicts who receive more positive 
efficacy information can raise their levels of self-efficacy, and those who are exposed 
to negative efficacy information will face a decrease of their self-efficacy. 
PerceivedPuhlic Discrimination. Addict Lahel and Post-Trpatment Dru^ Use 
In the quantitative analysis, perceived public discrimination is found to have a 
significant and direct effect on level of post-treatment drug use. This result shows 
that perceived public discrimination is conducive to the treated addict's post-treatment 
drug use. This result is also supported by the qualitative data. 
After returning to society, although the treated addict attempts to seek 
acceptance and recognition of his newly constructed normal identity from the 
107 
community, he/she may not always succeed. Some social others would still apply 
the addict label to the treated addict. For example, Ah Lai and his "brothers" who 
had once worked together in a construction site were discriminated by other workers 
who knew that Ah Lai and his brothers had been drug addicts in the past: 
Interviewer: Have you ever experienced discrimination by 
other people? 
Ah Lai: Yes, I had. I had once worked in a construction site. I 
worked with other "brothers" in that construction site. There 
were other workers who were non-drug using people... They 
knew we were treated drug addicts. But they didn't talk with 
us... They used "coloured glasses" [discriminatory attitude] to 
see us. They still saw us as junkies. But we are normal 
people now. 
Interviewer: Those workers didn't want to associate with you and 
your "brothers", did they? 
Ah Lai: They ignored us. They drew a clear boundary with 
us... They did their work. We did our work. 
Ah Man also experienced rejection from his neighbor and former non-drug using 
friends. His neighbor and former non-drug using friends were skeptical of his 
"cure": 
Interviewer: During your recovery, do you feel that you are still 
discriminated by other people, such as relatives, neighbour 
and former non-drug using friends? 
Ah Man: They were happy when they saw me. But they treated me 
with a different attitude. They were happy in the surface. I 
felt they didn't want to associate with me. 
Interviewer: Who are you referring to? 
Ah Man: Neighbor and former non-drug using friends. They did 
not believe me right away. After I finished the treatment in 
Shek Kwu Chau [SARDA's treatment centre] in the first time, I 
had stopped using [drugs] for nearly a week. I tried to contact 
my former non-drug using friends. I wanted to talk with them. 
But our relationship was not good. 
Interviewer: Was the relationship not as good as before you had not 
yet started using heroin ？ 
Ah Man: Yes. 
Interviewer: You couldn't get along with your former non-drug using 
friends，could you? 
Ah Man: I felt there was a wall between us. 
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As revealed by the qualitative data, some treated addicts may not be 
influenced by negative labeling. For instance, Ah Lai and Ah Keung could keep on 
maintaining a normal identity and acting as a normal person. They ignored the 
discrimination. Asked how they felt when other people showed discrimination 
against them, Ah Lai and Ah Keung replied as follows: 
I don't care how people see me. I just do for myself. As I stop 
using today, you have to base on my non-addict identity to treat me 
and don't call me "junkie". (Ah Lai) 
It is common for other people to think, "A copper vessel is still a 
copper vessel. Addicts are hopeless guys." This is because taking 
heroin is bad. Repeated failure of quitting makes people despise us. 
People presume that you will fail to change at last, ...even ifyou don't 
use [drugs] now. Therefore, it takes time to prove your abstinence. 
It's useless to say thousands of words... When people use such 
[discriminative] attitude to treat me, I'm not disappointed because such 
thing is normal. Some brothers may think that when they stop using, 
they can use the shortest time to regain the things they had lost in the 
past. But such thinking is wrong... (Ah Keung) 
However, as reported by some informants, some treated addicts cannot tolerate 
such discrimination. Social rejection undermines the treated addicts' self-efficacy to 
keep a conventional life. They may feel futile to be a normal person. Being 
unable to detach from the "addict" label induces the sense of social isolation from the 
normal world, and lessens the motivation to conform to the socially acceptable way of 
life. As a result, the treated addicts return to their former addict identity and use 
drugs again. For example, Ah Wah and Ah Chi reported: 
Some "brothers" are affected [by such discrimination]. They think, 
'Tm now returning to there [the society], I want to have a new life 
again. But they [people in the society] look askance at me." Some 
brothers may not be able to endure, "It's not possible for me to do well. 
As it's not okay to do well, I would rather be a useless guy [than a 
normal person]” (Ah Wah) 
[If] they [normal people] always look down on him [brother], avoid to 
associate with him and don't talk with him, he will think, "As I get no 
[normal] friends, it doesn't matter to use again. (Ah Chi) 
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Besides, according to the quantitative findings, only re-association with drug-
using peers and participation in conventional social groups are found to be 
significantly related to perceived public discrimination. Family support is found to 
have no significant relationship with perceived public discrimination. The 
qualitative data also provide some evidence on these quantitative findings. 
Re-involving in the addict network can increase the treated addict's 
perception ofnegative labeling, as shown by the finding that re-association with drug-
using peers is positively related to perceived public discrimination. Embeddedness 
in the addict circle again can produce negative social capital by re-affirming the addict 
identity. With more re-association with drug-using peers, the treated addict will 
perceive more negative evaluation from the conventional society. For example, Ah 
Ching said that: 
If some brothers associate with them [addict friends], they have a high 
probability to use [drugs] again. When you get together with them, 
you have recognized them, otherwise you would not associate with 
them. They [addict friends] also recognize you as their people in that 
[addict] circle... When you go along with them and use again, you'll 
prepare not to be accepted [by the society]. You gradually detach 
from other brothers. 
In contrast, pro-social re-embeddedness in supportive peer network can reduce 
the treated addict's perception of public discrimination, as suggested by the 
quantitative analysis that participation in conventional social groups is inversely 
related to perceived public discrimination. Non-discriminatory response from 
conventional peers can give more social re-acceptance, rather than rejection, to the 
treated addict. Socially embedded in supportive conventional peer network can thus 
provide the treated addict with positive social capital by fostering the newly 
developed normal identity. The treated addict in tum perceives less negative 
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labeling against him. Here below are some descriptions by Ah Lai and Ah Yiu: 
There are many professional people in Pui Hong. There are also 
many brothers who have different experience. There are also 
volunteer workers who are doctors, lawyers and university students. 
We participate [in many activities] and play together. They don't 
show discrimination against us. They don't think, “ you guys are 
recovering addicts." I am a normal person now. So I feel I should 
not hide myself. My self-derogatory feeling fades away gradually. 
(AhLai) 
Especially in the initial period of recovery, they ["brothers" and 
volunteer workers] could really give me encouragement. They gave 
me support. They didn't discriminate against me. This made me 
become more active to be a new [normal] person again. As they 
didn't show discrimination against me, I really felt very comfortable. 
I could also feel easy to continue my job [recovery]. (Ah Yiu) 
As presented earlier, family support is found to have no significant 
relationship with perceived public discrimination in the quantitative analysis. It 
should be noted that in the quantitative analysis, negative labeling is operationalized 
by measuring the public discrimination perceived by the treated addict. The family, 
as the treated addict's primary social network, is different from the public people who 
do not belong to this primary network. Therefore, whether or not the family 
supports the treated addict may not affect the treated addict's perception of public 
discrimination. This may explain why family support does not significantly 
influence perceived public discrimination in the quantitative analysis. 
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CHAPTER 6 
STTMMARY AND DTSCTISSTON 
6.1 The Study 
The present study examines social and psychological correlates of level of 
post-treatment drug use of treated heroin addicts in Hong Kong. 
The prevalence of relapse among treated addicts has been a keen concern in 
the treatment field. Re-use of drugs after treatment is a very unwelcome behavior, 
and is synonymous with failure of the individual addict and failure of the treatment 
programme. From the prohibitionist view, relapse is seen as the moral failure of the 
relapser, who is someone who lacks willpower. However, to regard relapse problem 
as simply the moral problem ofthe individual fails to consider the social context that 
drives the treated addict to relapse. Moreover, to equate relapse with treatment 
failure is to neglect the nature and limitations of drug treatment. The medical-
treatment model is also unable to deal with the social dimension of recovery/non-
recovery in the post-treatment period, because of its individualization and 
decontextualization approach. In response to the prevalence ofrelapse，many relapse 
prevention models have been developed to help treated addicts to prevent relapse. 
Nonetheless, relapse prevention models focus on individual intervention and do not 
pay much attention to social forces that may shape post-treatment behavior. To 
understand post-treatment drug use behavior, such behavior must be placed within the 
social context wherein the treated addict is located. This merits our attention to 
analyze post-treatment drug use behavior from the social deviance perspective, as this 
perspective takes the social context into consideration. 
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Several social deviance theories are adopted for the present study, namely, 
differential association theory, control theory, and labeling theory. Self-efficacy 
theory, a psychological theory, is also included. These four theories are integrated 
within a larger theoretical framework of social capital theory. Social capital refers to 
the network resources existing in the structure of social relations. The concept of 
social capital has been suggested to have great capacity to synthesize the developed 
knowledge of causal processes built in deviance theories. Building on this 
theoretical insight, it is attempted to integrate the four selected theories within the 
framework of social capital theory in order to have a better understanding of the 
possible processes by which the post-treatment drug use behavior of treated addicts is 
affected. Independent variables derived from the analytical framework include re-
association with drug-using peers, family support, participation in conventional social 
groups, perceived public discrimination, and self-efficacy. 
Data for this thesis were extracted from "A Follow-Up Study of Former 
S.A.R.D.A. Clients" conducted in 1996/97. Path analysis is performed to assess the 
significance and the relative strengths of various causal paths in the analytical 
framework. Eleven of the fourteen hypotheses are supported. Furthermore, 
qualitative interviews are conducted to enliven the statistical findings and to enable a 
more in-depth understanding of the possible relationships between the independent 
variables and post-treatment drug use. 
6.2 Summary of Findings 
The main dependent variable in this study is the level of post-treatment drug 
use，which is measured by the frequency of heroin consumption by the treated addict 
in the first three-year post-treatment period. Three levels of use are identified, 
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namely, abstinence, non-addictive use (less than once daily) and addictive use (once a 
day or more). In the sample of the 200 respondents, 13.5% (27 respondents) were 
able to maintain abstinence, 7% (14 respondents) exhibited non-addictive use, and 
79.5 % (159 respondents) returned to addictive use. The presence of respondents 
who were involved in non-addictive use after treatment echoes the findings of 
previous research (Goode 1994; Gossop et al. 1987，1989; Marlatt and Gordon 1980; 
Wong 1998) that renewed drug use after treatment does not necessarily lead to 
addictive use again. Non-addictive use, and for that matter, other use patterns such 
as lapses or slips, should not be confused with full-fledged relapse. 
In the present analysis, it is found that except family support, all the other 
social and psychological variables exert direct and significant effects on level of post-
treatment drug use. Hence, a lower level of post-treatment drug use is found in 
respondents who participate in conventional social groups, who do not re-associate 
with drug-using peers, who perceive less public discrimination, and who have a high 
level of self-efficacy. Altogether the five predictor variables contribute to explaining 
almost half (45 percent) of the total variance of level of post-treatment drug use. 
This demonstrates that the present model is quite powerful in the explanation of level 
of post-treatment drug use of treated addicts. 
Re-association with drug-using peers is the hest predictor of post-treatment 
drug use in this study. It exerts the strongest significant direct effect on level of 
post-treatment drug use. It also has indirect effects on level of post-treatment drug 
use via perceived public discrimination and self-efficacy. It yields the greatest total 
causal effect on level of post-treatment drug use, which is almost twice to three times 
as large as those of perceived public discrimination and self-efficacy. These findings 
suggest that to the treated addict, addictive dis-embeddedness is important for 
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decreasing negative social capital, which is conducive to drug re-use after treatment. 
With the reduction of negative social capital, the treated addict can undergo the de-
learning of drug use behavior, prevent triggering off former addictive human capital, 
reduce addict identity, which would make the treated addict perceive more negative 
labeling, and decrease negative efficacy information, which would reduce self-
efficacy. 
In the present analysis, participation in conventional social groups (mainly 
self-help groups which are better called "quasi-conventional social groups”) is the 
second best predictor of post-treatment drug use. It exerts the second strongest and 
significant direct effect on level of post-treatment drug use. It also has indirect 
effects on level of post-treatment drug use via re-association with drug-using peers, 
perceived public discrimination and self-efficacy. It yields the second largest total 
causal effect on level of post-treatment drug use. These findings confirm the 
importance of pro-social re-embeddedness in conventional peer network in building 
positive social capital, which is conducive to the treated addict's maintenance of a 
normal way of life. Such positive social capital includes informal social control， 
pro-social tutelage and re-learning of normal behavior, the fostering of the treated 
addict's normal identity, which would help him to perceive less negative labeling, and 
the transmission of positive efficacy information, which would increase self-efficacy. 
Furthermore, embeddedness in conventional peer network can lead to the decreasing 
addictive embeddedness. From these findings, we believe that participation in 
conventional social groups can serve to facilitate the "network replacement" -- the 
replacement of addict network with conventional peer network. Such replacement 
enables the treated addict to move away from drug-using peers, capitalize on the 
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conventional opportunities to reverse his former downward life trajectory, and to 
adjust to a normal life. 
The present research suggests that family support is not a significant predictor 
of post-treatment drug use of treated addicts in the early phase of post-treatment 
period. We suggest that a possible reason why the family does not readily become a 
source of positive social capital is that the family support is not very certain in the 
early phase of recovery. The treated addict's previous repeated quitting and relapse 
undermine family members' confidence in his/her true recovery. The treated addict 
can feel the doubt beneath the surface of artificial acceptance. Just when will the 
treated addict perceive that family members are giving full-fledged support will be an 
interesting topic for further exploration. 
In the present analysis, perceived public discrimination is another predictor of 
post-treatment drug use. It imposes the third largest significant direct and total 
causal effects on post-treatment drug use level in the path model. With the 
continuous application of the addict label by the public, the treated addict is unable to 
maintain the newly constructed normal identity and to act as a normal person in the 
conventional world. Inability to detach from the addict label forces the treated 
addict to return to his former addict identity and to use drugs again. Perceived 
public discrimination can also reduce the treated addict's self-efficacy, as suggested 
by the finding that it has an indirect effect on level of post-treatment drug use via self-
efFicacy. 
Self-efficacy is also found to be a useful predictor of post-treatment drug use, 
though its direct effect is much weaker than those of re-association with drug-using 
peers, participation in conventional social groups and perceived public discrimination. 
This finding suggests that when the treated addict is confident in his ability to keep 
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away from drugs, he is more determined to lead a normal life and initial efforts to 
sustain in high-risk situations. 
6.3 Theoretical Implications 
Findings of the present analysis have several theoretical implications. First 
and foremost, the concept of social capital is a powerful analytical tool for analyzing a 
wide range of deviant behavior, including post-treatment drug use. Results of this 
study echo the view ofHagan and McCarthy (1997) that social capital theory has a 
great integrative force in advancing our theoretical understanding of crime and 
deviance. It can bring together the developed knowledge of causal processes built in 
major deviance theories that have often competed for the exclusive attention of 
criminologists. In this analysis, differential association theory, control theory and 
labeling theory are found to be successfully integrated within the framework of social 
capital theory. Furthermore, the concept of social capital not only synthesizes the 
causal processes of various deviance theories, it can also integrate the self-efficacy 
theory, a psychological theory, to add to our understanding of how social capital can 
be connected with an individual's psychological state. On the whole, the concept of 
social capital is demonstrated to be useful to incorporate the influences of informal 
social control, social learning, labeling and self-efficacy on the post-treatment drug 
use behavior of treated addicts. On the basis of the present analysis, the framework 
of social capital theory, we believe, is too important to be left out in future deviance 
research. 
Second, social capital theory draws our attention to the transition from 
deviance to conformity. Hagan and McCarthy's (1997) research on street crime is a 
pioneer study on the integration of control theory, differential association theory, 
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labeling theory and social capital theory. Hagan and McCarthy put much emphasis 
on combining the notions of control, criminal tutelage and learning, and labeling 
within the framework of social capital to analyze how the street youth move into 
street crime. Little attention has been put on how such theoretical integration 
contributes to explaining the movement out of deviance. Findings of this study 
make a fiirther contribution. In the present analysis, the concept of social capital, as 
mentioned above, is demonstrated to be useful to integrate the effects of informal 
social control, social learning, labeling and self-efficacy on the post-treatment dmg 
use of treated addicts. The concern of social capital theory with structural relations 
alerts us to the process of different social embeddedness and the subsequent 
acquisition of positive and negative social capital that can lead to various ways to 
move out of the addict career. The present study thus highlights the capacity of 
social capital theory that it not only can explain how the individual gets into a deviant 
career, but also how the individual gets out of it. 
Third, as pointed out before, post-treatment drug use has a different meaning 
from initial drug use. Initial drug use is the change from non-use to use, and hence 
involves the adaptation to drug addiction. Post-treatment drug use is the re-use of 
drug, and the question is whether the treated addict is able to adapt to a normal way of 
life. I suggest that the analysis of post-treatment drug use of treated addicts is also 
pertinent to the study of post-incarceration recidivism of ex-ofFenders. Discharged 
prisoners are also faced with difficulties in adapting to a non-criminal way of life. In 
the present analysis, we find that the framework of social capital is usefiil to explain 
how the treated addict can adjust to a conventional life and exit his addict career. I 
suggest that this study can provide a useful basis for analyzing recidivism of other 
criminal and deviant behaviors in future research. 
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Fourth, findings in this study also support the view ofPortes (1998) that social 
capital does not necessarily produce desirable consequences. As Portes has 
commented, the research literature on social capital strongly emphasizes its positive 
functions, and there exists “a sociological bias to see good things emerging out of 
sociability" (p. 15). In fact, social capital can exhibit both positive and negative 
functions. In studying the post-treatment drug use behavior of treated addicts, the 
present analysis has captured both positive and negative functions of social capital. 
Embeddedness in conventional social structures produces positive social capital in the 
form social control, pro-social tutelage and learning, fostering a normal identity, and 
providing positive efficacy information. Positive social capital can enhance the 
maintenance of a conventional life. On the other hand, embeddedness in deviant 
social structures produce negative social capital in the form of deviant tutelage and 
learning, re-affirming a deviant identity, and transmitting negative efficacy 
information. Negative social capital can hamper the movement out of the deviant 
career. This study has made a contribution to the social capital literature by taking 
into account both positive and negative social capital, and allowing analysts to 
recognize different facets of social capital. 
The finding concerning the family as a source of positive social capital for 
informal social control is not totally consistent with the theoretical proposition of 
social capital theory. Family support does not exhibit as much influence on post-
treatment drug use of treated addicts as social capital theory would suggest. A 
possible reason is the uncertain nature of family support in the early phase of recovery. 
The family cannot resume its function ofbeing a source of positive social capital until 
such time when family members are convinced that he/she is serious about a normal 
and drug-free life. This finding is contrary to our normal expectation that the family 
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is a source of support and thus performs the social control function for deviant 
behavior. There is a need for more research on the role of the family in helping the 
treated addict to recover. Future research should also look deeper into the nature of 
the function of the family so as to develop a more comprehensive framework on 
family and deviance. 
6.4 Practical Implications 
Results of this study also have implications for intervention efforts. First, 
findings in this study have highlighted the importance of addictive dis-embeddedness 
in reducing negative social capital, and of pro-social re-embeddedness in conventional 
networks in building up positive social capital, to assist the treated addicts to maintain 
a conventional life subsequent to treatment. These findings lend support to the 
existing drug treatments' aftercare services that emphasize the avoidance of contact 
with previous drug-using peers, and the re-construction of a social network that 
reinforces a healthy, normal lifestyle. Nonetheless, helping treated addicts to keep a 
normal way of life after treatment would be more effectively achieved if the drug 
treatment programmes are followed by strengthened supportive networking with the 
government and non-government agencies concerned. As Erickson and Cheung 
(1999) and Cheung (1999) have noted, a community rich in "community social 
capital", which refers to better socio-economic conditions, and better basic 
infrastructure and social services, can augment the treated addicts' access to more 
resources and chances to re-build a normal social network. Hence, more resources 
should be allocated to the provision of social support services such as housing, job 
referral, social welfare ~ the building of community social capital ~ by the 
government and non-government organizations in order that the treated addicts are 
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accessible to more resources for detaching from the former addict network, re-
building a normal network, and adapting to a normal life. 
Moreover, findings confirm the salient role of conventional social groups 
(mainly quasi-conventional social groups ~ self-help groups) in building up positive 
social capital. Participation in such groups is especially important for a treated 
addict, when the family may not be a source of positive social capital in the early 
post-treatment period. Treated addicts, hence, should be encouraged to join these 
social groups after treatment. More resources should also be focused on self-help or 
other normal social groups and organizing more social activities, so that the treated 
addicts can have more resources and opportunities for the re-construction of a 
conventional network, the accumulation of positive social capital, and the replacement 
of the former addict network. 
Besides, findings of this study point out that there may be uncertainty in 
family support for the treated addict, especially in the early phase of post-treatment 
recovery. Therefore, more innovative efforts should be made in the post-treatment 
services to facilitate the treated addict's prompt re-acceptance by the family, and in 
turn the restoration of the family's function of generating positive social capital for 
the treated addict. 
In addition, the support of the labeling perspective has a significant 
implication for the role of the community in the post-treatment social re-integration of 
treated addicts. The recovery of a treated addict who leaves the treatment 
programme and returns to the social world is not simply an individual matter. 
Whether the treated addict can become a normal person again and re-integrate into the 
conventional society is also dependent upon societal reaction. In other words, this is 
not only a "Them" (treated addicts themselves) problem, but also a "We" (the general 
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public) problem (Anderson 1994). As the purpose of treatment of addiction is 
ultimately to produce a physically and socially rehabilitated drug addict who will once 
again become a normal and productive member of the community, the society itself 
must take on some of the responsibilities. Effective ways of social re-integration of 
the treated addict must equally be constructed from making adjustment in the social 
structure. This includes reducing the application of "addict" label to the treated 
addict. It is time for policy makers to devise more effective strategies of community 
education for the reduction of public discrimination against treated drug addicts. 
Such community education is, we may say, also a kind of community social capital 
(Cheung 1999). Members of a community with such kind of community social 
capital can have a more accurate understanding of drug use/relapse, and will be less 
discriminatory against people who are recovering from drug problems. 
6.5 Limitations and Suggestions for Future Research 
A summary of the research problem, the source of data, the method of data 
analysis and the research findings has been given above. The theoretical and 
practical implications of the findings have also been presented. Lastly, limitations of 
this study and suggestions for future research are discussed. 
In the first place, the limitation of this study pertains to the retrospective 
nature of the follow-up study. The present analysis focuses on the conditions of 
former SARDA's clients during the first three-year period after receiving SARDA's 
service. However, it should be reminded that the treated clients were selected on the 
basis of the time their cases were closed (or last closed, if they had entered SARDA's 
programme more than once). The earlier the treated addicts' last cases were closed, 
the greater the risk those treated addicts might have given inaccurate responses, as 
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they might not remember well their conditions in the first three-year post-treatment 
period. Such inaccurate responses might undermine the reliability of the data. 
Furthermore, this thesis only assesses the post-treatment drug use behavior of 
200 former clients of SARDA. Generalizability is only limited to the SARDA's 
clients. The present findings may not be generalizable to other treated clients of 
other treatment modalities. However, findings of this study can be tested by further 
surveys oflarger samples of treated clients from different treatment modalities. 
Since the present analysis focuses on the drug use behavior of male treated 
addicts, future research deserves to examine the post-treatment drug use behavior of 
female treated addicts. It would also be interesting to compare gender differences in 
the effects of social and psychological factors on post-treatment drug use behavior. 
Moreover，this research is a cross-sectional analysis of the social and 
psychological correlates of level of drug use in the first three-year post-treatment 
period. A longitudinal study of longer post-treatment periods is recommended to 
explore the relative importance of social and psychological factors on post-treatment 
drug use. 
In addition, the present path model assumes only unidirectional causality 
between variables. In fact, it is likely that the relationships between variables can be 
reciprocal. Future research should pay attention to the possibility of reciprocal flow 
of causation between variables. 
As mentioned earlier, social capital theory is demonstrated to be a useful 
framework for analyzing the movement into, and out of deviance. Future research of 
post-treatment drug use, and for that matter, of other criminal or deviant behaviors 
such as recidivism of ex-offenders, will benefit greatly by adopting social capital 
theory. 
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The present finding, as also noted before, points out that the family may not 
yield as much full-fledged support and positive social capital as social capital theory 
would suggest. There is a need for more research to look deeper into the nature of 
the function of the family in order to develop a more comprehensive framework on 
family and deviance. Besides, more research efforts should be focused on the role of 
the family in helping the treated addict to recover. 
It should be noted that only two indicators are employed to measure the 
psychological variable — self-efficacy -- in the quantitative analysis. This is just a 
rough measurement of self-efficacy. Future study should design a more 
comprehensive measurement of self-efficacy so as to further examine the effect of 
self-efficacy on post-treatment drug use of treated addicts. 
Besides, the employment status of treated addicts is not included to test its 
effect on post-treatment drug use in the present quantitative analysis. From the 
preliminary qualitative data, we find that as the treated addicts may not know how to 
interact with normal peers after treatment, they may not easily embed in the normal 
peer network in the workplace particularly in the initial phase of recovery. Thus, to 
the treated addicts, the normal peers in the workplace may not constitute their major 
peer network, and thereby may not become a significant source of positive social 
capital. As some interviewees reported, the role of employment is mainly to give 
financial support and help them spend time. Only until a later post-treatment period 
they may try to develop normal friendships and network with other workers. Future 
research deserves to include the employment status of treated addicts to test these 
findings and to explore the functions of employment in different recovery stages after 
treatment. 
In this study, the qualitative data have shown that the treated addicts find it 
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easier to develop normal friendships with ex-addicts first, for they have shared past 
experience. Hence, for the treated addicts, participation in a self-help group (quasi-
conventional social group) like Pui-Hong Self-Help Association is a means to make 
contact with ex-addicts, thereby facilitating them to construct a network of ex-addicts. 
The self-help groups, we believe, can be a stepping stone for the treated addicts to re-
integrate into the conventional society. The qualitative data in the present study only 
provide a preliminary exploration on how participation in the self-help groups helps 
the treated addicts obtain network resources for recovery. Thus far, there has not 
been any research on the self-help groups for treated addicts in Hong Kong. 




The following schedule serves as general guidelines for the in-depth interview 
of the informants. 
- What is your age now? What is your education level? How many times have 
you received drug treatment? How long had you been taking drugs before you 
received the last treatment? 
- How old were you when you started taking drugs? What kinds of drugs did you 
use? What was the amount and frequency? 
- What was the reaction of your family members when they knew your drug-
taking behavior? Did the relationship with your family change? Did your 
addictive behavior influence your family life? 
- What was the reaction of your non-drug using friends when they knew your 
drug-taking behavior? Did the relationship with your non-drug using friends 
change? Did your addictive behavior influence your social life? 
- Are you married now? Are you living with your family members? With 
whom? What is the relationship with your family members now? Do your 
family members accept you? Do your family member support you? How? 
How helpful is their acceptance and support to your recovery? 
- Have you joined any self-help groups like Pui Hong Self-Help Association and 
Caritas Lok Heep Club? Have you participated in any activities organized by 
these groups? Give some examples. How often? How long have you been 
the member of these groups? Does membership in these groups help you create 
a new, normal social circle? What is your relationship with members 
/ "brothers"? Do you enjoy the participation in these groups and the developed 
‘ friendship? How helpful is this new social network to your establishment and 
adjustment to a non-addict life? Do you feel that involvement in this social 
network can reinforce the pursuit of a normal life? Can participation in these 
groups and interaction with other members / "brothers" help you learn anything 
like behavior, social life skills, relapse prevention skills and life-view? 
- Apart from the participation in self-help groups, have you joined any other 
interest groups or participated in other activities organized by community centres? 
Give some examples. How often? Does membership in these groups and 
participation in those activities help you create a new, normal social network 
with non-dmg using peers? What is your relationship with those non-drug 
using peers? Do you enjoy the participation in these groups and the developed 
friendship? How helpful is this new social network to your establishment and 
adjustment of a normal life? Do you feel that involvement in this social 
network can reinforce the pursuit of a normal life? Can participation ifi these 
groups and interaction with normal peers help you learn anything like behavior, 
social life skills, relapse prevention skills and life-view? 
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- During your recovery, are you still seeing or contacting with your former drug-
using peers? Do you intentionally avoid to re-associate with drug-using 
friends? Why? How important is dissociation from drug-using peers for the 
exit of your former addict life? Do you think that you would fall back into 
drugs if you re-associate with addict friends? Why? As far as you know, is it 
common for other recovering addicts to return to drugs if they re-associate with 
addict peers? 
- Do you feel that family support is important for you to stay away from former 
drug-using peers? If you have not joined any normal social groups and have not 
got any new, normal friends, will you associate with drug-using peers again? 
- During your recovery, have you ever experienced any discrimination from people 
(e.g., family members, relatives, neighbour and former non-drug using friends)? 
If yes, what are your feelings? Does this discrimination influence your newly 
established normal identity? Can family support and participation in normal 
social groups give you a feeling of re-acceptance by the community? Do you 
think that re-involvement in addict circle will induce discrimination against you? 
- Is the belief in the ability of starting a new life important for your recovery? 
How useful is such belief for you to cope with crisis situations? Can family 
support and participation in normal activities organized by self-help groups, 
interest groups or community centres assist you to develop self-confidence of 
adjusting to a new life? If you associate with drug-using friends again, will this 
influence you confidence ofkeeping a drug-free life? 
- As you had received drug treatment quite a number of times before, why did you 
return to drugs after treatments? How long could you stopped using before you 




Socio-demographic Profile of the Ten Informants 
Name:Ah Yau 
Age: 33 Education Level: Form 2 
Marital Status: Married Current Occupation: Full-time Staff of a 
Voluntary Organization 
Age of First Dmg Use: 14 Dmg Used: Heroin 
Length ofDmg Use: 9 Years Length of Abstinence: 10 Years 
Treatment Experience: SARDA's Programme (Twice) 
Compulsory Treatment Programme 
Of Correctional Services Department 
^Iei Ling Chau Treatment Centre) (3 times) 
Name: Ah Ping 
Age: 35 Education Level: Primary 6 
Marital Status: Cohabitated Current Occupation: Full-time Staff of a 
Voluntary Organization 
Age ofFirst Dmg Use: 14 Dmg Used: Cannabis -> Midazolam -> Heroin 
Length ofDmg Use: 15 Years Length of Abstinence: 6 Years 
Treatment Experience: SARDA's Programme (Twice) 
Compulsory Treatment Programme 
Of Correctional Services Department 
(Hei Ling Chau Treatment Centre) (Once) 
Name: Ah Ching 
Age: 48 Education Level: Form 3 
Marital Status: Married with One Children Current Occupation: Full-time Staff of a 
Voluntary Organization 
Age ofFirst Drug Use: 16 Drug Used: Heroin 
Length of Dmg Use: 22 Years Length of Abstinence: 10 Years 
Treatment Experience: SARDA's Programme (Twice) 
Compulsory Treatment Programme 
Of Correctional Services Department 
(Hei Ling Chau Treatment Centre) (3 times) 
SeK"-treatment (5 times) 
Name: Ah Keung 
Age: 45 Education Level: Form 4 
Marital Status: Married with One Children Current Occupation: Full-time Staff ofa 
Voluntary Organization 
Age ofFirst Dmg Use: 19 Drug Used: Heroin 
Length ofDmg Use: 14 Years Length of Abstinence: 11 Years 
Treatment Experience: SARDA's Programme (4 times) 
Gospel Rehabilitation Programme (Once) 
Compulsoty Treatment Programme 
Of Correctional Services Department 
(Hei Ling Chau Treatment Centre) (Twice) 
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Name: Ah Yiu 
Age: 45 Education Level: Form 4 
Marital Status: Married with Two Children Current Occupation: Financial Secretaty of a 
Building 
Age of First Drug Use: 16 Drug Used: Heroin 
Length ofDmg Use: 23 Years Length of Abstinence: 5 Years 
Treatment Experience: SARDA's Programme (Once) 
Compulsory Treatment Programme 
Of Correctional Services Department 
(Hei Ling Chau Treatment Centre) (Once) 
Name: Ah Kam 
Age: 46 Education Level: Form 1 
Marital Status: Married with Two Children Current Occupation: Portage Worker 
Age ofFirst Drug Use: 17 Drug Used: Opium -> Heroin 
Length of Dmg Use: 25 Years Length of Abstinence: 4 Years 
Treatment Experience: SARDA's Programme (3 times) 
Compulsory Treatment Programme 
Of Correctional Services Department 
(Hei Ling Chau Treatment Centre) (Once) 
Self-treatment (Once) 
Name : Ah Man 
Age: 39 Education Level: Form 1 
Marital Status: Married Current Occupation: Office Assistant 
Age of First Drug Use: 19 Drug Used: Heroin 
Length ofDmg Use: 13 Years Length of Abstinence: 6 Years 
Treatment Experience: SARDA's Programme (5 times) 
Gospel Rehabilitation Programme (Once) 
Self-treatment (More than 10 times) 
Name: Ah Wah 
Age: 36 Education Level: Form 1 
Marital Status: Cohabitated Current Occupation: Transportation Driver 
Age of First Dmg Use: 19 Drug Used: Soft Drugs -> Heroin 
Length ofDmg Use: 13 Years Length of Abstinence: 3 Years 
Treatment Experience: SARDA's Programme (7 times) 
Name: Ah Chi 
Age: 48 Education Level: Primary One 
Marital Status: Married with Two Children Current Occupation: Unemployed 
(At the time of interview, he worked as a 
voluntary peer co-worker in SARDA's District 
Social Service Centre) 
Age of First Drug Use: 21 Dmg Used: Opium -> Heroin 
Length ofDmg Use: 26 Years Length of Abstinence: 1 Year 
Treatment Experience: SARDA's Programme (7 times) 
Treatment in Mainland China (8 times) 
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Name: Ah Lai 
Age: 50 Education Level: Form 5 
Marital Status: Married Current Occupation: Research Helper in a 
University 
Age ofFirst Dmg Use: 18 Dmg Used: Opium ->Dipipanone ->Heroin 
Length ofDrug Use: 27 Years Length of Abstinence: 5 Years 
Treatment Experience: SARDA's Programme (Once) 
Compulsory Treatment Programme 
Of Correctional Services Department 
OHei Ling Chau Treatment Centre) (Twice) 
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